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# Intelligent  Army  supervision  soon  corrects 
the  errors  of  new  recruits.  But  in  civilian  life 
errors  in  personal  health  habits  usually  must  be 
corrected  by  the  physician. 

When  constipation  exists,  the  return  to  reg- 
ular comfortable  bowel  movement  may  often  be 
accomplished  with  the  aid  of  Petrogalar.*  It 
helps  to  soften  hard,  dry  fecal  masses,  render- 
ing the  stool  mobile  and  easy  to  eliminate. 

Consider  Petrogalar  for  the  treatment  of 
constipation.  It  is  palatable,  economical  and 
effective. 

FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar — 

*Reg.  U.  S.  Pat.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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ADRENAL  CORTICAL  HORMONES 
ESSENTIAL  TO  LIFE 


Sterile  Solution 


Tuberculosis  of  the  Adrenal 

The  original  description  of  Addison's 
disease  attributed  the  condition  to 
tuberculosis  of  the  adrenal.  Recent 
autopsy  series  show  that  there  may  be 
other  causes  and  that  these  account  for 
a considerable  proportion  of  the  cases. 


Normal  Adrenal  Cortex 

The  cortex  of  the  adrenal  gland  is 
essential  for  life  in  human  beings  and 
in  all  animals  which  possess  this  gland. 
Its  removal  is  fatal  within  a few  days. 


Adrenal  Cortex:  Sxtract  f Upjohn ) 


Sterile  Solution  Adrenal  Cortex  Extract  (Upjohn)  is  an  extract 
of  adrenal  glands  from  domestic  animals,  containing  the 
cortical  steroids  essential  for  the  maintenance  of  life  in  adren- 
alectomized  animals,  but  so  purified  that  only  traces,  at  the 
most,  of  epinephrine  are  present.  Each  cc.  contains  not  less 
than  50  dog  units  of  cortical  activity  (2.5  rat  units)  when 
assayed  by  the  method  of  Cartland  and  Kuizenga  (American 
Journal  of  Physiology  117:678,  1936). 

Sterile  Solution  Adrenal  Cortex  Extract  (Upjohn)  is  of 
value  in  cases  of  Addison’s  disease  or  of  adrenal  cortex  insuf- 
ficiency, and  in  surgical  procedures  involving  the  adrenal 
gland,  such  as  removal  of  cortical  tumors,  as  a prophylactic 
measure  to  prevent  the  development  of  symptoms  of  adrenal 
cortex  insufficiency. 

Sterile  Solution  Adrenal  Cortex  Extract  (Upjohn)  is  supplied  in 
10  cc.  size  rubber-capped  vials  as  a sterile  solution  for  injection. 


THE  UPJOHN  COMPANY  • Kalamazoo,  Michigan 

Fine  Pharmaceuticals  Since  1886 


Bacteria  with  a Pedigree . . . 


edigreed  bacteria  like  the  environment  at  Lederle 
Laboratories.  Typical  is  the  famous  Park-Wil- 
liams No.  8 strain  of  diphtheria  bacillus  isolated 
in  1895.  And  there  are  pure  cultures  of  all  types 
of  pneumococci,  one  hundred  and  ten  strains  of 
staphylococci  of  human  origin,  and  pure  stocks  of  the  strepto- 
cocci; not  forgetting  the  well-known  Brucella  abortus  No.  19, 
now  twenty  years  in  captivity,  and  a host  of  others  too  numer- 
ous to  mention. 

But  there’s  more  to  it  than  merely  providing  a good  home  for 
these  “bacterial  blue  bloods.”  They  must  be  put  to  work  for 
man’s  benefit.  The  best  way  to  get  to  know  bacteria  and  their 
cousins,  the  viruses,  is  to  live  with  them;  this  means  studying 
them,  watching  their  reactions  to  changes  of  diet,  temperature 
and  atmosphere — day  in  day  out,  year  in  year  out.  For  instance, 
at  Lederle  the  Park-Williams  No.  8 strain  of  diphtheria  bacillus 
has  been  under  the  skillful  and  patient  eye  of  one  technical  man 
for  more  than  1 5 years.  Thus,  the  real  art  rests  in  knowing  how 
to  convert  these  enemies  of  man  and  animals  into  powerful 
preventive  and  curative  agents. 
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Lederle  Laboratories,  Inc.,  30  Rockefeller  Plaza,  New  York,  N.Y. 
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' * • Although  evidence  for  the  pathogenic  nature 

Gf  Giardia  lamblia  is  not  conclusive,  this  microorganism 
may  possibly  be  the  cause  of  diarrhea,  abdominal  pain 
and  other  symptoms  of  the  clinical  picture  commonly 
referred  to  as  giardiasis. 

It  has  recently  been  demonstrated  that  Giardia  lamblia 
can  be  eradicated  from  the  intestinal  tract  with  remark- 
able promptness  by  the  administration  of  Atabrine 
Dihydrochloride. 

The  usual  dose  of  Atabrine  Dihydrochloride  is  0.1  Gm. 
three  times  daily  for  five  days. 

ATABRINE 

Reg.  U.  S.  Pat.  Off.  & Canada 

DIHYDROCHLORIDE 

biand  of  Quinacrine  Hydrochloride 

£/06z&/tca^ 
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WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician 
NEW  YORK,  N.  Y.  WINDSOR,  ONT. 
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• Directions  on  how  to  mix  and  feed  S-M-A 
can  he  explained  to  the  mother  and  nurse 
in  two  minutes. 

• S-M-A  is  more  easily  digested  by  the 
normal  infant  because  of  the  all-lactose 
carbohydrate  and  the  unique  S-M-A  fat. 

• With  S-M-A  nothing  is  left  to  chance.  All 
the  vitamin  requirements,  except  ascorbic 
acid,  together  with  additional  iron  are 
included  in  S-M-A  in  the  proper  balance, 
ready  to  feed. 

• S-M-A  fed  infants  compare  favorably 
with  breast-fed  infants  in  growth  and 
development. 


'ffacJ* 


S-M-d-' 


IN  INFANT  FEEDING 
...IT  SAVES  MY  TIME 


a trade  mark  of  S.M.A.  Corporation,  for  its  brand  of  food  especially  prepared  for  infant  feeding — derived  from 
tuberculin-tested  cow’s  milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including  biologically  tested  cod 
liver  oil,  with  the  addition  of  milk  sugar  and  potassium  chloride;  altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  physical  properties. 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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F OR  excellence  in  industrial  production  John  Wyeth  and 
Brother,  Incorporated,  pharmaceutical  manufacturers  of  Phila- 
delphia, have  been  awarded  the  coveted  Navy  "E”.  They  are  the 
first  in  their  field  to  be  so  honored.  The  burgee  is  awarded  only 
to  those  plants  whose  management  and  labor  outdo  themselves 
to  exceed  normal  production,  to  minimize  delays  through  acci- 
dent or  other  cause  and  to  act  generally  to  speed  the  war  effort. 
As  Wyeth’s  exclusive  representative  in  the  Territory  of  Hawaii, 
American  Factors,  Limited,  are  proud  to  offer  their  congratula- 
tions— doubly  proud  of  their  affiliation  with  an  organization 
so  distinguished. 


★ 

AMERICAN  FACTORS,  LIMITED 

Territorial  Distributor  for 

JOHN  WYETH  AND  BROTHER,  INCORPORATED 
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EDITORIALS 


SYMPOSIUM  - WAR  CASUALTIES 

This  issue  of  the  Journal  is  being  devoted  en- 
tirely to  papers  delivered  at  the  1942  meeting  of  the 
Hawaii  Territorial  Medical  Association — a Sympo- 
sium on  the  Disposition  of  War  Casualties.  The 
usual  feature  columns  are  omitted  from  this  number; 
they  will  appear  again  as  usual  in  the  November- 
Dccember  issue. 

This  symposium  was  planned  as  a collective  re- 
view of  experiences  in  war  surgery  as  practised  by 
those  who  were  active  in  the  Navy  and  Army  hos- 
pitals of  Oahu  on  December  7 and  subsequently. 
From  this  vantage  point  of  several  months  we  hoped 
to  look  back  critically  on  our  early  work  and  to 
crystallize  our  ideas.  We  hoped  that  the  new  arrivals 
in  the  armed  medical  services,  whose  war  experience 
did  not  extend  back  to  the  attack  on  December  7, 
would  profit  by  these  reports. 

The  authors  and  their  discussants  were  carefully 
chosen  from  among  those  present  and  active  on  De- 
cember 7 so  that  only  first-hand  experiences  would 
be  reported.  The  Program  Committee  is  greatly  in- 
debted to  the  Army  and  Navy  medical  services  for 
their  ready  cooperation  in  making  this  program 
possible,  and  to  Lt.  Comdr.  A.  T.  Walker  for  ably 
conducting  and  coordinating  the  panel  discussion. 
Proof  of  the  interest  in  the  program  was  the  record 
attendance  of  some  32  5 physicians,  members  of  the 
Association  and  of  the  Medical  Corps  of  the  Army 
and  Navy,  the  latter  easily  identified  by  uniforms, 
gas  masks,  "tin  hats,”  and  in  some  instances,  side- 
arms. 

The  papers  and  statements  appearing  in  this  is- 
sue of  the  Hawaii  Medical  Journal  are  those  of 
the  authors,  in  their  unofficial  capacity  as  physicians 
and  surgeons,  and  are  not  to  be  construed  as  otficial 


or  as  reflecting  the  views  of  the  Navy  Department 
or  the  War  Department  or  any  branch  or  sub- 
division thereof. 


FIRST  ANNIVERSARY 

It  is  just  a year  since  the  Bulletin  of  the  Hawaii 
Territorial  Medical  Association  became  the  Hawaii 
Medical  Journal.  It  is  a good  time  to  take  stock 
of  how  nearly  we  have  come  to  justifying  our  exist- 
ence, and  of  how  we  may  in  the  future  improve 
over  past  performances. 

A medical  journal  published  in  a relatively  re- 
mote locality  like  Hawaii  must  serve  two  primary 
purposes:  first,  that  of  uniting  the  physicians  of 
that  locality  through  a single  means  of  expression, 
by  which  they  may  be  informed  or  may  themselves 
inform  others;  and  second,  that  of  providing  a 
convenient  record  of  medical  facts  pertinent  to  the 
locality  concerned . 

This  last  phrase  will  bear  serious  consideration. 
If  a provincial  medical  journal  accepts  and  publishes 
articles  of  wide,  unrestricted  scope  and  application, 
there  is  danger  that  it  will  usurp  the  functions  of 
the  Journal  of  the  American  Medical  Association 
or  of  the  regional  medical  journals,  and  that  it  will 
find  itself  on  occasion  publishing  material  merely 
because  the  material  was  not  good  enough  to  justify 
its  acceptance  by  a more  widely  circulated  publica- 
tion. If,  on  the  other  hand,  a provincial  journal 
accepts  for  publication  articles  of  extremely  limited 
scope,  such  as  reports  of  extraordinarily  rare  diseases 
or  highly  technical  research  problems,  it  will  be  in 
danger  of  wrongly  assuming  the  proper  function 
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of  the  many  excellent  specialistic  journals  whose 
task  it  is  to  disseminate  such  information  to  those 
physicians  who  are  particularly  interested.  Again, 
the  result  is  likely  to  be  the  publication  of  inade- 
quately prepared  material. 

We  are  quite  aware  that  we  have  already  sinned 
to  some  extent  in  respect  to  both  of  these  rules.  We 
are  proud,  however,  of  having  already  been  able 
in  several  instances  to  publish  good  papers  on  dis- 
tinctively local  problems. 

The  definition  of  what  constitutes  a "distinctive- 
ly local  problem”  may  vary  a little  from  time  to 
time.  \t  the  present  time  we  feel  that  war  medicine 
and  war  surgery  have  some  claim  to  be  included  in 
that  category,  and  for  this  reason  we  have  allowed 
this  first  issue  of  Volume  2 to  consist  exclusively 
of  papers  relative  to  the  disposition  of  war  casualties. 
All  of  these  were  delivered  and  discussed  at  the 
annual  meeting  of  the  Hawaii  Territorial  Medical 
Association  in  August. 

We  are  also  inclined  to  recognize  the  existence 
of  a few  minor  and  occasional  exceptions  to  our 
general  rule.  A "local”  journal,  particularly  when 
it  serves  such  a comparatively  small  medical  popu- 
lation, may  very  well  serve  the  purpose  of  providing 
a relatively  immediate  outlet  for  brief  preliminary 
reports  of  subjects  which  merit  more  extensive  or 
more  detailed  consideration  in  either  a more  widely 
circulated  or  a more  highly  specialized  publication 
at  a later  date.  Another  exception  is  found  in  articles 
which  have  outstanding  educational  value.  It  has 
been  and  will  continue  to  be  our  effort  to  publish 
such  articles  under  the  headings  of  our  three  regular 
columns.  Progress  in  Internal  Medicine,  Recent  Ad- 
vances in  Surgery,  and  Clinicopathologic  Comment. 
Reports  of  interesting  and  instructive  cases — not 
merely  "rare”  cases — would  be  included  in  this 
category.  Still  another  exception,  for  Hawaii,  may 
lie  in  the  fact  that  we  are  at  a considerable  distance 
from  the  Mainland,  and  that  our  journal  may  there- 
fore very  well  subserve  in  some  degree  the  task  of 
a regional  medical  journal.  This,  however,  is  a priv- 
ilege which  we  will  try  not  to  abuse. 

With  these  general  principles  to  guide  us,  we 
are  looking  forward  to  a second  year  of  existence 
in  which  we  hope  we  may  go  further  toward  proving 
that  the  physicians  of  the  Territory  of  Hawaii  need, 


and  are  justified  in  continuing  to  maintain,  the 
Hawaii  Medical  Journal. 


NAVY  “E”  FOR  WYETH 

Until  recently  the  awarding  of  the  Navy’s  much 
coveted  industrial  "E”  Pennant  has  been  limited  to 
ship  yards,  arms  manufacturers  and  the  like.  Only 
fifty  firms  have  so  far  merited  such  recognition.  A 
recent  addition  to  this  distinguished  list  is  John 
Wyeth  & Brother  Company,  Inc.,  the  first  pharma- 
ceutical house  to  win  the  Navy’s  plaudits  for  its 
war  efforts. 

Rear  Admiral  Charles  M.  Oman,  M.C.,  U.S.N., 
who  made  the  award,  said,  in  commenting  on 
Wyeth’s  attainment,  "It  is  often  difficult  to  make 
workers  realize  how  vital  to  the  Navy  is  their 
individual  effort.  But  I am  sure  no  such  problem  is 
present  here.  There  are  no  workers  in  the  nation 
closer  to  the  fighting  front — to  the  bloody  actions 
affecting  the  future  of  the  entire  world.  Your  con- 
tributions, which  can  be  considered  only  in  terms  of 
the  alleviation  of  human  suffering,  are  beyond 
price.  The  tablets  and  extracts  which  you  have  been 
turning  out  and  shipping  to  the  Navy  at  a phe- 
nomenal pace  are  right  out  there  with  the  fighting 
units — with  the  task  forces  on  the  Pacific  blasting 
at  Jap  bases — in  the  tiny  sick  bay  of  a lone  sub- 
marine stalking  an  enemy  troop  ship — aboard  a 
destroyer  plowing  the  north  Atlantic  to  keep  the 
sealanes  open.  Wherever  our  men  are  fighting,  the 
threat  of  suffering  and  disaster  is  lessened  by  the 
presence  of  the  drugs  you’ve  sent  them. 

"On  shore,  in  this  plant,  you  people  have  dis- 
tinguished yourselves.  You  are  doing  an  outstanding 
job  for  the  Navy  and  the  Navy  expresses  its  thanks 
by  awarding  you  this  pennant.  On  it  is  the  Navy’s 
traditional  anchor  signifying  your  service  to  the 
Navy  as  a whole.  Beside  it  is  the  large  white  "E” 
which  proclaims  to  all  who  see  it  that  you  are  lead- 
ers in  your  field.” 

The  whole  pharmaceutical  trade  and  the  entire 
medical  profession  may  well  applaud  the  Wyeth  win- 
ning of  the  "E”.  The  Navy  awards  it  with  great 
reserve,  and  with  the  same  veneration  accorded  its 
service  counterpart — the  white  "E”  painted  on  a 
warship’s  turrets  for  efficiency  in  gunnery.  And 
Wyeth  won  the  "E”  fair  and  square.  The  target  was 
an  unbelievable  figure  in  production  volume.  The 
sights  were  right  on! 
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★ SAVES  SPACE 
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A VACUUM 
BOTTLE  FOR 

* collecting  blood 

* banking 

* dispensing 

* sedimenting 

* centrifuging 

* For  500cc  of  blood 

* Contains  70 cc  of  anti-coagulant 

The  wide  range  of  uses  for  this  new  fios  Baxter 
Transfuso-Vac  container  makes  it  possible  for  the  hospital  to  substantially 
reduce  its  Transfusion  Service  equipment  investment  and  storage 
space  requirements,  ft  eliminates  the  necessity  of  carrying  a stock  of 
separate  containers  for  transfusions,  banking,  centrifuging 
and  sedimenting,  as  the  No.  fios  serves  for  all  these  purposes,  and  provides  a 
completely  closed  technique  which  assures  complete  asepsis. 

DISTRIBUTED  IN  HAWAII 
BY 

HOSPITAL  PURVEYORS,  LTD. 

HONOLULU 
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We’ve  got  it,  we  II  get 
it---or  it  isn’t  to  be  had. 
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PRESCRIPTION 
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PHARMACISTS 


THIRD  FLOOR-YOUNG  BUILDING 
HONOLULU,  HAWAII 


On  Call  24  Hours  a Day  with  Physician  Exchange 


At, IKE  TO  THE  EYE  ...YES 

But  only  to  the  eye ! To  the  sensitive  tissues  of 
the  nose  and  throat,  Philip  Morris  are  vastly  dif- 
ferent . . . made  differently  ...  a cigarette  proved7" 
over  and  over  again  to  be  definitely  and  measurably 
less  irritating. 

Your  own  tests  will  convince  you  more  than  any 
printed  word.  Why  not  observe  the  effects  of  Philip 
Morris  for  yourself,  on  your  patients  who  smoke? 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 

* Laryngoscope,  Feb.  1915,  Vol.  XLV , No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  XLV II,  No.  1,  58-60 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  un- 
usually line  new  blend — Country  Doctor  Pipe  Mixture.  Made  by  the 
same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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LARGE  STOCK  OF  SURGICAL  INSTRUMENTS 
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choice"2  for  most  patients  subject  to  seizures,  especially 
effective  for  controlling  psychomotor  attacks  which  are 
little  influenced  by  bromides  or  phenobarbital.1 

Kapseals  Dilantin*  Sodium  (phenytoin  sodium)  have 
indeed  opened  the  way  to  a new  life  for  many  epileptics 
. . . a more  normal  and  happier  life  . . . with  seizures 
usually  decreasing  in  number  and  severity,  and  sometimes 
ceasing  entirely.  *tr*di  **»»«  u.  s.  orr. 

1.  McEochern,  D : Canadian  Med  Asi'n  J , 45:106,  1941. 

2.  Lennox,  W.  G.;  Med  Ann  Disl.  Col  , 10:461,  1941. 

Detailed  literature  upon  request. 

KAPSEALS 


t 

i 

i 

l 


Several  phases  of  a grand  mal 
epileptic  seizure  schematically 
pictured  in  the  rare  book,  "Let 
Demoniaques  Dans  L'Art,"  by 
J.  M.  Charcot  and  Paul  Richer, 
published  in  1887. 
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A product  of  modern  research  offered  to  the 
medical  profession  by 

PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 


Vials  of  Liver  Extract  or  Iletin  (Insulin,  Lilly)  must  be 
filled  to  exact  quantity — the  dose  of  potent  ampoule  drugs 
must  be  measured  automatically  with  never  a chance 
for  error — capsules  of  exact  capacity  must  be  turned  out 
at  the  rate  of  millions  per  day.  This  is  work  for  machines 
— not  standard  models  but  custom-made  machines  built 
for  a specific  job.  In  the  Lilly  machine  shop  are  crafts- 
men with  twenty-five  years  of  service — men  who  know 
the  art  of  doing  things  well  in  pharmaceutical  manufac- 
ture and  who  constantly  strive  to  improve  Lilly  products 
by  improving  Lilly  equipment. 
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War  Wounds 


A.  W.  Spittler,  lieutenant  colonel,  m.c.  u.s.a.* 


In  speaking  of  wounds  in  general  in  connection 
with  war  casualties  we  arc  speaking  of  potentially 
infected  wounds,  for  all  war  wounds  are  contam- 
inated. Although  the  treatment  of  these  wounds  has 
been  almost  revolutionized  during  the  past  few  years 
by  the  advent  and  increasing  use  of  sulfanilamide  and 
its  allied  products,  both  locally  and  generally,  the 
basic  principles  of  surgery  in  their  treatment  have 
not  changed  materially  since  the  last  war. 

The  treatment  of  several  hundred  casualties  at 
Tripler  General  Hospital  on  December  7 and  on 
subsequent  days  did  a great  deal  toward  convincing 
us  that  the  local  use  of  sulfanilamide  powder  was 
almost  miraculous  in  producing  cleanly  healing  un- 
infected wounds. 

The  fact  that  Dr.  Moorhead  was  delivering  a 
series  of  lectures  on  war  wounds  to  this  group  at 
the  time  had  a very  beneficial  effect  on  the  type 
of  surgery  done.  The  fact  that  he  emphasized  thor- 
ough debridement  and  subsequent  open  treatment 
for  all  war  wounds  went  a long  way  toward  making 
those  who  were  dubious  about  the  open  treatment 
practice  it  in  our  operating  room  when  they  found 
him  working  there  also.  These  two  principles,  when 
practiced  thoroughly,  immediately  showed  the  dif- 
ference between  a poor  surgeon  and  a good  one; 
but  there  is  no  doubt  that  the  open  treatment  keeps 
the  poor  surgeon  from  having  too  many  fatalities 
due  to  infection. 

Before  December  7,  and  in  the  subsequent 
literature  of  those  not  acquainted  with  the  expe- 
rience here,  the  literature  was  divided  on  the  relative 
advisability  of  the  open  or  closed  treatment  of 
wounds  after  debridement  and  local  implantation  of 
a sulfonamide  powder. 

There  is  no  doubt  that  one  can  "get  away”  with 
an  occasional  case  with  primary  closure  if  one  is 
a very  thorough  surgeon  and  does  a meticulous  de- 
bridement down  to  the  most  minute  crevice,  re- 
moving every  bit  of  foreign  material  and  devitalized 
and  soiled  tissue,  and  mechanically  washing  all  sur- 
faces. Another  type  of  surgeon,  who  does  a "care- 
less” inaccurate  closure  after  a fair  debridement,  at 
times  has  a good  result  because  for  practical  pur- 
poses his  wound  remains  open. 

* Chief  of  Surgical  Service,  Tripler  General  Hospital. 


Prior  to  December  7,  1 advocated  closing  most 
wounds,  and,  early  in  the  use  of  sulfanilamide 
powder  locally  in  wounds,  proudly  reported  before 
this  society  a number  of  cases  which  healed  promptly 
on  primary  closure  over  the  powder.  However,  these 
cases  were  done  at  a time  when  our  operating  room 
was  meticulously  clean;  we  had  only  a case  or  two 
to  treat  at  one  time;  they  were  brought  to  the 

hospital  comparatively  early  after  injury,  and  we 

did  thorough  debridements.  The  cases  which  ar- 
rived on  December  7 soon  convinced  us  that  to 

treat  them  as  we  did  in  ordinary  times  would  take 
too  much  time  for  patient,  doctors  and  facilities. 
Even  with  the  best  of  planning  and  the  most  ade- 
quate facilities,  there  would  still  be  comparative 
gross  contamination  of  the  operating  room  and  all 
facilities.  The  wounds  were  too  extensive  and  too 
often  multiple  to  permit  painstaking  search  for  all 
bits  of  tissue  and  foreign  bodies;  so  that,  as  Dr. 
Moorhead  advocated  in  his  subsequent  lectures,  we 
had  to  transform  ourselves  into  war  wound  surgeons 
and  do  the  best  we  could  for  the  most  patients.  In  so 
doing,  parts  of  wounds  were  occasionally  missed  in 
the  cleaning  process  or  recontaminated  from  the 
table,  and  to  have  closed  the  skin  over  these  un- 
clean parts,  even  though  sulfanilamide  power  was 
present,  might  have  resulted  in  an  infection  with  at 
least  anaerobic  organisms.  To  leave  them  open  is  a 
safeguard  against  this  trouble  and  produces  no  harm. 
Later  closure  is  easy  if  they  remain  uninfected. 

In  the  treatment  of  war  wounds  it  is  assumed 
that  we  are  taking  care  of  these  wounds  as  a primary 
treatment,  of  which  previously  applied  first  aid 
measures  are  not  a part.  First  aid  may  have  some 
bearing  on  our  end  result,  but  for  purposes  of  this 
paper  it  is  sufficient  to  assume  that  only  gross  dirt 
has  been  removed  and  hemorrhage  temporarily  con- 
trolled, with  a sterile  dressing  applied.  The  use  of 
an  antiseptic  on  the  surrounding  skin  as  a first  aid 
measure  does  no  good;  it  only  produces  a feeling  of 
false  security.  The  first  aid  use  of  a sulfonamide 
powder  as  a bacteriostatic  agent  in  the  wound  should 
be  seriously  considered,  especially  in  any  cases  which 
might  not  receive  definitive  treatment  for  several 
hours.  The  treatment  of  shock  and  other  preliminary 
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measures,  such  as  the  administration  of  tetanus 
toxoid,  should  be  completed  before  the  patients  are 
taken  to  the  operating  room  for  surgical  procedures. 
However,  one  must  remember  that  shock  may  recur 
during  the  operation  and  may  have  to  be  combatted 
again  and  again.  (As  a practical  measure  to  allow  for 
as  much  time  as  can  be  given  to  the  treatment  of 
shock  in  our  hospital,  we  have  delayed  the  adminis- 
tration of  the  tetanus  toxoid  until  the  cases  reach 
the  ward  after  operation.) 

Cleansing 

After  the  case  is  prepared  generally  for  surgery, 
local  preparation  of  the  surrounding  skin  should 
include  thorough  cleansing  with  soap,  water,  grease 
solvents,  etc.  Shaving  should  be  careful  and  wide. 
The  application  of  an  antiseptic  up  to  the  wound 
margins  is  good  practice,  although  not  essential  if 
the  mechanical  cleansing  with  soap  and  water  is 
adequate.  The  use  of  a large  number  of  drapes  is 
unnecessary. 

Debridement 

A thorough  debridement  is  then  done  to  in- 
clude uncovering  all  tracts  and  cavities  made  by  the 
missiles  in  producing  the  wound.  Too  often  a per- 
forating or  penetrating  wound  looks  so  innocent 
that  opening  of  the  skin  over  it  and  exploring  its 
depths  is  not  done.  These  cases  often  develop  infec- 
tions necessitating  later  opening  and  drainage  and 
a prolonged  convalescence.  When  such  wounds  are 
opened,  there  is  often  much  more  extensive  muscle 
damage  and  buried  foreign  material,  such  as  clothing 
bits,  than  was  anticipated.  If  they  are  thoroughly 
cleaned  out,  the  layers  sprinkled  with  sulfanilamide 
powder  and  the  wounds  of  entrance  and  exit  left 
open,  they  can  often  be  completely  closed  on  the 
third  day  and  the  patient  returned  to  duty  on  the 
tenth  day. 

In  doing  a debridement,  a thorough  knowledge 
of  anatomy  is  essential.  This,  in  addition  to  a good 
exposure,  keeps  one  from  doing  any  harm.  The  size 
of  the  wound  has  little  effect  on  its  healing,  so  a 
good  exposure  of  the  depths  of  each  wound  should 
always  be  obtained,  and  this  can  only  be  ac- 
complished by  an  adequate  skin  opening  over  it. 
This  does  not  mean  extensive  slashing  of  fascial 
planes  and  muscle  fibers,  for  should  the  wound 
become  infected,  the  operation  may  have  produced 
more  damage  than  the  original  injury.  Longitudinal 
openings  along  normal  lines  of  cleavage  do  very 
little  damage.  Also,  it  is  not  necessary  to  cut  away 
large  masses  of  normal  tissue  in  a debridement:  a 
very  thin  slice  may  be  sufficient  to  remove  all  the 


devitalized  tissue.  During  the  debridement  and  after, 
a thorough  lavage  with  saline  helps  remove  foreign 
material  as  well  as  dead  tissue,  and  should  be  prac- 
ticed in  all  cases. 

Hemostasis  is  essential,  as  a blood  clot  is  an  ex- 
cellent medium  for  the  incubation  of  organisms.  The 
tying  of  all  large  bleeders  is  an  essential  part  of  the 
debridement  of  the  wound;  and  in  so  doing  the 
smallest  amount  of  tissue  possible  included  in  the 
tie  comprises  one  of  the  things  a good  surgeon 
strives  for.  Tie  only  the  vessel,  if  possible. 

Extensive  search  for  foreign  bodies  deeply  im- 
bedded in  bones  or  far  from  the  wound  in  inacces- 
sible places,  is  not  indicated.  Most  of  the  foreign 
bodies  will  be  found  in  the  debridement;  if  not, 
leave  them  until  later  or  forever.  They  may  never 
cause  any  trouble. 

Sulfonamide  Therapy 

I doubt  if  anyone  who  saw  the  wounds  of  De- 
cember 7 remains  at  all  dubious  about  the  efficacy 
of  local  implantation  of  sulfanilamide  powder  or 
crystals  in  the  wounds  after  surgery  and  even  in 
the  operative  wounds  produced  in  opening  of  cavities 
during  the  treatment  of  these  patients.  We  were  all 
convinced  that  surgery  could  not  claim  all  the  credit. 
Only  a little  over  one-third  of  the  casualties  went 
to  the  operating  room  for  extensive  surgery  in  the 
first  three  days,  the  remainder  being  treated  on 
the  various  wards,  in  many  instances  with  inade- 
quate surgery  but  with  sufficient  amounts  of  local 
sulfanilamide  or  other  sulfonamide  powder.  An  in- 
travenous sulfathiazole  preparation  which  normally 
is  considered  corrosive  outside  of  the  vein  was  ap- 
plied locally  on  several  of  the  latter  cases.  This  pro- 
duced just  enough  corrosive  action  to  cause  minor 
sloughs  of  devitalized  tissue  in  these  wounds  and 
eventually  they  were  as  clean  as  the  debrided  wounds. 

Less  than  10  per  cent  of  all  the  air  raid  cases 
treated  developed  infections,  and  none  was  so  severe 
as  to  cause  death  or  secondary  hemorrhage,  or  to 
require  extensive  surgery  to  control  infection,  with 
the  exception  of  the  cases  treated  as  gas  gangrene 
suspects.  I do  not  believe  that  the  amount  per 
square  inch  matters  greatly,  but  the  total  dosage 
should  be  controlled  so  that  an  overdose  will  not 
be  given  to  a person  who  has  exceptionally  good 
absorption.  Thirty  grams  on  an  open  wound  or 
wounds  or  in  cavities  should  leave  a good  margin 
of  safety,  though  I saw  as  high  as  50  to  60  grams 
placed  in  some  cases  without  untoward  effects. 
However,  I have  seen  blood  concentrations  as  high 
as  15  mgm.  per  cent  following  20  grams  placed  in 
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a knee  joint.  The  choice  of  the  drug  probably  has 
something  to  do  with  the  effect.  Sulfanilamide 
powder  is  the  most  soluble  and  in  our  experience  has 
less  tendency  to  cake  than  sulfathiazole.  We  had  no 
experience  with  sulfadiazine  powder  but  Dr.  Perrin 
Long  believes  it  to  be  the  drug  of  choice  for  local 
as  well  as  general  use  in  war  wounds. 

The  general  administration  of  the  sulfonamide 
drugs  must  be  used  in  addition  to  their  local  use 
in  all  extensive  wounds,  and  should  be  started  with- 
out delay.  Should  the  patient  have  an  extensive 
local  injury  and  receive  a large  local  dose  of  the 
drug,  a blood  determination  may  be  taken  in  eight 
hours  and  used  as  a basis  for  general  administration 
of  more  of  the  drug  by  intravenous,  oral,  or  sub- 
cutaneous routes.  The  subcutaneous  use  of  0.8  per 
cent  sulfanilamide  solution  is  very  useful  where  the 
drug  is  not  tolerated  by  mouth,  and  a daily  dose  of 
4 to  6 grams  can  be  given  very  easily.  In  the  post- 
operative treatment,  the  only  other  drugs  needed  are 
sedative  and  occasionally  stimulants.  Tonic  doses  of 
whole  blood  or  plasma  sometimes  help  in  the  con- 
valescent period. 

Sutures 

Suture  material  in  the  wounds  produced  by  trau- 
ma should  be  minimal.  The  best  material  for  liga- 
tion of  blood  vessels  is  fine  catgut.  Silk  or  cotton 
might  add  to  foreign  body  drainage  if  the  wound 
develops  infection.  Primo-secondary  suture  is  a fine 
way  to  suture  these  wounds  if  there  is  enough  skin 
present  to  cover  the  defect.  The  placing  of  the 
suture  at  the  original  operation,  while  the  patient 
is  under  the  anesthetic,  obviates  the  use  of  another 
anesthetic  for  closure  of  most  of  these  wounds  as 
the  sutures  can  be  tied  on  the  third  day  without 
an  anesthetic  if  no  infection  is  present  in  the  wound. 
Should  time  not  permit  the  placing  of  these  sutures, 
they  can  be  delayed  until  time  for  closure.  If  in- 
fection develops,  they  cannot  be  used  anyway.  For 
Suture  material  in  placing  primo-secondary  sutures, 
the  heavier  silks  such  as  No.  5,  No.  8 and  No.  18  as 
well  as  dermal,  No.  2 0,  cotton  and  silkworm, 
medium  or  heavy,  are  best.  Catgut  usually  becomes 
too  soft  to  withstand  the  pull  in  closure  and  finer 
materials  break. 

There  are  only  two  places  where  the  use  of 
primo-secondary  suturing  or  open  treatment  of 
wounds  should  not  be  used.  Scalp  wounds,  especially 
those  involving  skull  and  brain  injury,  should  be 
closed.  These  heal  very  readily  after  a thorough 
debridement  anyway,  and  seldom  become  infected. 
Facial  injuries  should,  if  possible,  have  primary 
closures  with  thorough  cleansing  of  the  underlying 


tissues  before  closure,  because  of  the  cosmetic  re- 
sult. If  they  are  extensive,  however,  open  treatment 
may  be  used. 

In  extensive  wounds  the  primary  suture  of  vital 
structures  such  as  nerves  and  tendons  should  not  be 
considered  except  during  the  first  few  hours  (Moor- 
head uses  six  hours  as  a deadline),  and  not  even  then 
if  the  wound  is  grossly  macerated  and  contaminated. 
All  plastic  repairs  should  wait  until  such  time  as 
infection  either  has  been  ruled  out  or  has  definitely 
subsided.  In  the  case  of  nerves  and  tendons  the 
closure  of  the  wound  by  suture,  secondary  suture, 
plastic  closure  or  skin  graft,  should  be  accomplished 
first. 

Blood  vessel  surgery  should  be  delayed  until  the 
tissues  have  returned  to  a nearly  normal  condition 
about  the  vessels.  At  least  three  to  six  months  is 
often  necessary.  The  successful  treatment  of  an 
arterio-venous  fistula  and  an  aneurysm  of  the 
femoral  artery  in  the  group  of  cases  after  December 
7 plainly  showed  us  the  necessity  for  this  delay. 

Emphasis  may  well  be  laid  on  these  phases  of 
the  treatment  of  war  or  other  traumatic  wounds. 
During  the  first  three  days,  emergency  surgery 
should  be  done  with  increasing  reluctance  after  the 
first  six  hours.  During  the  period  from  the  fourth 
to  the  seventh  day,  infections  are  developing  and 
only  the  treatment  of  these  should  be  carried  out 
at  this  time.  During  this  phase,  gas  gangrene  suspects 
are  for  the  most  part  treated.  After  the  eighth  day, 
plastics  may  be  started  if  no  infection  has  developed. 
The  length  of  time  for  individual  secondary  opera- 
tions must  be  carefully  gauged  in  each  case,  with 
due  regard  for  the  condition  of  the  tissues  involved. 

In  the  original  dressing  of  the  wound,  due  con- 
sideration should  be  given  to  splinting  extensive 
wounds  by  heavy  dressings,  plaster  and  splints. 
Dressings  in  general  should  be  inspected  after 
twenty-four  hours,  then  not  again  for  fcrty-eight 
hours  if  the  wound  is  clean  and  gas  gangrene  is 
not  suspected.  At  that  time,  if  primo-secondary 
sutures  have  been  placed,  these  are  drawn  up,  pro- 
vided the  wound  is  clean.  After  this,  dressings  are 
only  made  on  such  cases  as  need  further  treatment, 
as  in  the  case  of  adhesive  strapping  of  areas  not 
adequately  closed  by  the  sutures.  At  these  dressings 
sulfanilamide  powder  is  sprinkled  on  the  raw  sur- 
faces: it  does  no  good  to  waste  it  on  the  skin  surface. 

In  infected  wounds  the  best  treatment  is  wet 
dressings  with  heat.  This  may  be  saline  or  other 
solution.  The  addition  of  a sulfonamide  to  the  solu- 
tion may  be  used  or  it  may  be  sprinkled  on  the 
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wound  at  the  dressing.  Of  course,  in  infected  phases 
the  drug  is  given  by  mouth  in  the  usual  dosage  of 
1 gram  every  four  hours. 

Gas  Gangrene 

In  the  treatment  of  gas  gangrene  suspects,  al- 
though this  is  a separate  phase  of  wound  surgery 
in  itself,  a thorough  secondary  debridement  is  done, 
with  wide  incision  of  fascial  planes  to  expose  all 
layers  to  the  air,  and  local  use  of  sulfanilamide. 
Occasionally  an  amputation  may  be  necessary  to 
save  a patient  whose  limb  is  grossly  contaminated. 
X-ray  treatment  was  instituted  in  all  our  cases  and 
carried  on  until  there  were  no  signs  of  the  disease. 
Five  definite  cases  were  diagnosed  out  of  ten  suspects 
transferred  to  the  gas  gangrene  ward,  and  all  were 
so  treated.  Twelve  other  cases  were  given  prophy- 
lactic x-ray  treatment.  All  of  these  cases  were  given 
sulfanilamide  by  mouth  during  this  period.  They 
were  isolated  for  about  two  and  a half  weeks.  All 
of  these  cases  recovered  without  therapeutic  ampu- 
tation, although  one  case  developed  the  disease  in  a 
high  thigh  amputation  stump. 

Plastic  Repair 

Extensive  skin  loss  should  always  be  considered 
for  early  grafting,  should  primary  treatment  pro- 
duce a clean  wound.  With  the  use  of  sulfonamide 
powder  this  can  now  often  be  done  within  two 
weeks  of  the  injury.  The  use  of  all  types  of  grafts 
can  be  made.  In  my  experience,  sliding  and  pedicle 
grafts  produced  the  best  results  where  there  was 
great  loss  of  subcutaneous  tissue.  Large  split-thick- 
ness grafts  with  the  use  of  the  dermatome  are  good 
where  the  loss  of  tissue  is  not  as  great. 

Anesthetics 

An  anesthetic  agent  used  extensively  in  the 
treatment  of  war  wounds  at  our  hospital  was  in- 
travenous pentothal  sodium.  It  is  a good  agent  if 
there  are  no  contraindications  to  its  use.  Local 
anesthesia  does  not  allow  for  the  best  debridement, 
in  extensive  cases.  Spinal  anesthesia  where  it  can  be 
used  is  good.  Nitrous  oxide  and  oxygen  was  also  used 
extensively  in  our  cases,  as  well  as  open  drip  ether. 

During  the  period  since  December  7,  there  has 
been  a much  higher  incidence  of  the  type  of  in- 
juries requiring  open  treatment.  We  have  made  it  a 
definite  rule  at  Tripler  General  Hospital  to  treat 
them  in  that  manner.  Of  approximately  80  cases 
treated,  there  have  been  no  severe  infections.  There 
was  one  death  due  to  secondary  hemorrhage  from  a 
fecal  fistula  which  eroded  an  iliac  artery  at  an  area 
which  had  been  damaged  at  the  time  of  the  original 


injury.  However,  most  of  these  cases  are  treated 
within  the  optimum  period.  In  the  cases  of  December 
7 which  developed  gas  gangrene,  most  were  treated 
early  on  the  first  day  of  surgery,  but  most  of  them 
were  treated  by  closed  methods. 

Summary 

Two  principles  of  surgery,  thorough  debride- 
ment and  subsequent  open  treatment,  are  essential 
to  produce  uniform  good  results  in  the  treatment 
of  wounds  produced  in  war  casualties. 

The  local  use  of  a sulfonamide  powder,  combined 
with  the  general  administration  by  oral,  intravenous 
or  subcutaneous  routes,  does  a great  deal  to  reduce 
the  incidence  of  infection  in  these  wounds. 

Wounds  should  be  watched  carefully  early  in 
their  treatment  for  infection  and  gas  gangrene.  Gas 
gangrene  can  be  combatted  successfully  by  surgery, 
sulfanilamide  locally  and  generally,  and  x-ray 
therapy.  Wet  dressings  are  best  for  infections. 

Discussion 

Commander  T.  W.  Downes,  M.  C.,  U.  S.  N.  R.:  This 
paper  of  Col.  Spittler’s  is  an  excellent  one,  on  which 
it  is  a privilege  to  comment.  It  gives,  I think,  a 
summary  of  the  best  opinion  at  the  present  time 
in  regard  to  the  treatment  of  war  wounds. 

In  common  with  much  of  the  recent  literature, 
C'ol.  Spittler,  it  seems  to  me,  rather  underestimates 
the  bactericidal  effect  of  the  patient’s  own  tissues, 
and  lays  too  much  stress  upon  chemotherapy.  He 
describes,  it  is  true,  the  thorough  mechanical  cleans- 
ing and  debridement,  careful  hemostasis,  and  other 
things  that  should  be  done,  but  my  general  impres- 
sion upon  first  reading  this  paper  was  that  if  only 
the  “magic  medicine”  is  used  in  large  enough 
quantities,  nothing  else  really  matters  very  much. 

Although,  as  Dr.  Spittler  has  said,  all  accidental 
and  war  wounds  are  contaminated  and  potentially 
infected,  the  degree  of  contamination  varies  widely, 
as  does  the  local  and  general  resistance.  The  ideal 
treatment  of  such  cases  consists,  as  he  says,  of 
thorough  debridement  and  mechanical  sterilization, 
with  primary  or  delayed  primary  suture.  However, 
the  use  of  any  chemical  antiseptic  injures  tissues 
as  well  as  bacterial  invaders,  and  is  to  be  depre- 
cated, though  it  is  sometimes  necessary. 

In  my  professional  lifetime  a number  of  dif- 
ferent antiseptics  have  been  introduced  and  have 
been  highly  praised  which  later  either  have  gone 
out  of  use  altogether,  or  have  been  less  employed. 
I believe  the  present  uncritical  enthusiasm  for  the 
use  of  the  sulfa  drugs  will  go  through  the  same 
cycle,  and  that  they  will  later  enjoy  a more  limited 
and  a more  discriminating  use. 

Every  recent  article  on  wounds  refers  to  the 
amazing  results  secured  after  the  battle  of  Pearl 
Harbor,  and  the  reports  of  Dr.  Ravdin  and  Dr.  Long 
are  much  quoted.  They  give  a large  measure  of 
credit  for  these  results  to  the  lavish  use  of  the 
sulfa  drugs  in  the  wounds. 

In  my  opinion,  there  were  many  other  factors 
which  must  equally  well  be  involved  in  the  explana- 
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tion  of  these  results.  The  patients  were  a selected 
group  of  healthy  young  men  in  excellent  physical 
condition  and  exceedingly  well  nourished.  They 
were  rested,  not  exhausted.  They  were  clean.  Even 
though  they  became  smeared  with  fuel  oil  and  soot 
and  were  filthy  from  an  aesthetic  standpoint,  these 
substances  are  surgically  relatively  clean.  They 
were  not  weakened  by  exposure  to  the  elements 
for  long  periods;  their  wounds  and  clothing  were 
not  soiled  with  mud  and  dirt  from  cultivated  and 
manured  fields;  and  there  was  no  long  interval 
between  the  injury  and  the  institution  of  surgical 
care.  On  the  contrary,  their  hurts  were  attended  to 
very  promptly  indeed.  Finally,  and  most  fortunately, 
at  the  U.S.  Naval  Hospital,  on  the  U.S.S.  Solace,  at 
the  U.  S.  Naval  Mobile  Hospital  No.  2,  and  at  the 
Tripler  General  Hospital  were  a large  number  of 
extremely  competent  and  well  trained  surgeons, 
both  regular  and  reserve — and,  at  the  latter,  civili- 
an as  well.  All  these  factors  should  be  considered 
in  any  evaluation  of  the  treatment  of  the  Pearl 
Harbor  wounded,  without  undue  emphasis  being- 
laid  to  any  one  factor  alone.  Moreover,  I think  Pearl 
Harbor  was  a special  case,  with  conditions  present 
that  are  not  likely  to  be  repeated. 

War  wounds  differ  from  other  accidental  in- 
juries only  in  the  large  numbers  that  are  likely  to 
occur  simultaneously,  and  in  the  factors  of  exhaus- 
tion and  exposure  that  are  likely  to  be  present.  If 
they  can  b.e  treated  during  the  stage  of  contamina- 
tion, debridement  or  mechanical  sterilization  is 
best,  without  drugs.  If  this  “golden  period”  is  lost 
then  chemotherapy,  local  and  general,  is  of  service, 
but  it  should  be  used  with  discrimination  and  care- 
fully, as  an  adjunct  to  good  surgical  judgment,  not 
as  a magic  cure-all. 


In  substantiation  of  my  opinion  that  good  care- 
ful surgery  is  the  most  important  preventative  of 
infection  in  wounds,  I report  the  following  facts. 

On  December  7,  110  casualties  were  received  at 
Mobile  Hospital  No.  2,  where  I was  at  the  time  in 
charge  of  surgery.  These  comprised  a variety  of 
burns  and  wounds,  some  of  them  of  considerable 
extent.  Sulfa  drugs  were  used  in  only  one  case,  a 
superficial  laceration,  and  it  became  infected.  It  was 
the  only  infection  that  developed  in  the  whole  group. 

I was  loaned  to  the  Naval  Hospital  at  Pearl 
Harbor,  and  stayed  there  about  thirty-six  hours.  I 
operated  on  about  25  cases.  I used  a sulfa  drug  in 
only  one  of  them,  a man  whose  cecum  had  been 
badly  lacerated  by  a bomb  fragment.  Although  I 
could  not  care  for  these  patients  personally,  being 
recalled  to  my  regular  post,  I have  been  informed 
by  Captain  Frank  Ryan,  at  that  time  executive,  and 
by  Dr.  Paul  Spangler,  my  successor  at  Mobile  Hos- 
pital No.  2 and  at  that  time  on  the  surgical  staff 
at  Pearl  Harbor,  that  all  my  patients  did  well. 

Furthermore,  during  the  battle  of  Midway, 
three  weeks  ago,  the  ship  on  which  I am  at  present 
serving  proceeded  to  sea  and  took  on  board  sixty 
casualties  from  the  battle,  among  other  people. 
Most  of  these  were  severely  wounded.  Many,  not 
all,  had  had  a little  sulfa  drug  before  they  came  un- 
der my  care,  but  it  was  stopped  at  once,  as  I thought 
it  unnecessary,  except  in  one  man  who  was  suffer- 
ing with  gas  gangrene  when  I received  him.  All 
of  these  patients,  without  exception,  improved  while 
on  the  voyage  home  and  no  new  infections  devel- 
oped. When  I saw  them  a week  later  in  the  hospital, 
they  were  continuing  to  improve,  although  I do  not 
know  what  treatment  they  had  had  after  leaving 
my  care. 
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Shock  is  a profound  depression  of  the  vital  pro- 
cesses characterized  by  reduction  in  volume  of  the 
circulating  blood,  poor  tissue  oxidation,  vaso-con- 
striction  and  rapid  change  in  the  relative  propor- 
tion of  the  various  blood  elements.  Briefly,  shock 
is,  according  to  Harkins,  a progressive  vasoconstric- 
tive oligemic  anoxia. 

Cause 

Theories  as  to  the  cause  ol  shock  are  numerous. 
The  most  popular  theories,  briefly,  are  is  follows: 
( 1 ) the  toxemia  theory,  in  which  the  causative 
agent  has  been  regarded  at  various  times  as  either 
autolysates  of  muscles,  toxins  from  damaged  tis- 
sues, products  of  cellular  disintegration,  or  toxic 
nitrogenous  substances  from  traumatized  muscles; 
histamine  liberation  resulting  from  injury  of  tissues 
has  long  been  regarded  by  some  as  a cause  of 
shock;  (2)  the  theory  of  oligemia,  from  whatever 
cause,  first  promulgated  by  Sherrington  and  Cob- 
bett,  had  many  followers  for  years;  Blum  and  Can- 
non insisted  "shock  is  hemorrhage”  and  "hemor- 
rhage is  shock”;  (3)  the  neurogenic  or  reflex  theory 
of  Goltz,  Keen  and  Mitchell  has  been  in  the  fore- 
ground at  various  times;  sympathetic-parasympa- 
thetic imbalance,  advocated  by  Mueller  and  others, 
has  had  its  followers;  adrenal  gland  exhaustion  has 
been  popular  at  various  times,  and  is  at  present — 
Blalock  speaks  of  adrenal  gland  exhaustion  as  being 
an  ineffectual  attempt  to  oppose  histamine  effects. 

In  primary  or  neurogenic  shock,  reflex  vaso- 
dilatation, or  increase  in  the  size  of  the  vascular 
bed,  is  the  most  important  initial  change.  The  vaso- 
vagal mechanism  is  probably  responsible.  It  usually 
occurs  immediately  after  the  injury.  It  is  seen  also 
with  the  use  of  spinal  anesthetics  and  in  operations 
on  the  brain  or  spinal  cord,  or  in  operative  proce- 
dures which  involve  pulling  on  the  mesentery  or 
peritoneum.  It  is  usually  temporary  and  responds 
well  to  vasoconstricting  drugs.  In  secondary  (which 
is  known  by  some  as  hematogenic)  shock,  the  most 
common  type  among  battle  casualties,  a decrease 
in  the  volume  of  circulating  blood  plays  a primary 
role.  Vasoconstriction  occurs  early  in  this  condition 
and  only  terminally  is  there  vasodilatation.  Evidence 
of  this  sometimes  is  not  apparent  for  several  hours. 

Normally  many  factors  influence  the  amount 
of  fluid  in  the  body  and  a normal  partition  of  this 
total  water  among  the  tissue  cells,  the  extracellular 
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spaces  and  the  vascular  system.  The  intake  of  water 
and  electrolytes  must  keep  pace  with  the  loss  of 
these  elements  from  the  body.  There  must  be  suf- 
ficient plasma  protein  to  hold  an  adequate  volume 
of  fluid  in  the  blood  stream.  In  hypoproteinemia 
there  is  a reduction  in  ability  to  hold  fluid  in  the 
lood  stream,  so  the  escape  of  pathologic  amounts 
of  fluid  to  the  tissues  occurs.  An  additional  factor, 
which  is  becoming  of  increasing  importance  accord- 
ing to  Meakins,  is  the  selective  permeability  of  the 
capillaries  which  allows  water  and  crystalloids  to 
pass  freely  but  holds  most  of  the  proteins  in  the 
blood  stream.  Whether  increased  permeability  of  the 
capillaries  is  the  fundamental  reason  for  the  reduc- 
tion of  the  effective  blood  volume  resulting  in 
shock  is  still  controversial.  Some  investigators  be- 
lieve mechanical,  chemical  or  thermal  trauma  also 
may  initiate  liberation  of  some  substance  that  re- 
sults in  increased  permeability  of  the  capillaries. 
Oxygen  lack  is  regarded  as  a more  likely  cause 
of  this  altered  permeability  by  Black.  Meakins  in- 
sists that  abnormal  capillary  permeability  is  a com- 
mon denominator  of  the  shock  syndrome  regardless 
of  the  initiating  factors. 

• 

In  the  reduction  of  blood  mass,  the  blood  serum 
transudes  through  the  capillary  walls  into  the  tis- 
sues, so  that  the  blood  in  the  vessels  is  concentrated 
considerably.  With  the  hemoconcentration  a higher 
red  cell  count  results.  A marked  leukocytosis  with 
preponderance  of  polymorphonuclears  is  often  seen 
during  the  first  few  hours.  There  is  in  some  instances 
5 0 to  6 5 per  cent  reduction  of  the  normal  volume 
of  blood.  Since  the  loss  at  first  is  mainly  one  of  water 
and  salts,  both  the  plasma  proteins  and  cellular 
elements  of  the  blood  become  more  concentrated 
at  first.  However,  when  plasma  loss  really  starts, 
together  with  electrolyte  change,  a reduction  in  the 
colloidal  osmotic  pressure  of  the  remaining  blood 
occurs  and  a reduced  ability  to  draw  on  the  extra- 
vascular  reserve  follows. 

Blood  Concentration  And  Other  Changes 

There  is  variable  blood  concentration  in  various 
types  of  shock.  Following  hemorrhage  there  is  an 
immediate  marked  drop  in  both  cell  and  plasma 
volume,  but  after  physiological  adjustment  and  re- 
dilution,  the  plasma  volume  increases  rapidly.  There 
is  very  little  change  in  hematocrit  at  first.  The  cells 
remain  quantitatively  about  the  same.  The  hemato- 
crit is  quite  low  after  redilution.  After  burns  the 
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cellular  elements  remain  the  same  quantitatively  but 
the  plasma  volume  decreases  rapidly,  as  in  hemor- 
rhage. The  hematocrit  rises  at  first  but  after  re- 
dilution it  usually  returns  to  normal.  Immediately 
after  the  usual  type  of  accident  where  there  is 
very  little  blood  loss,  there  is  mixed  blood  and 
plasma  loss.  A slightly  higher  hematocrit  is  the 
usual  finding  thereafter  but  after  redilution  it  falls 
below  normal,  not  as  greatly,  however,  as  after 
hemorrhage.  The  above  illustrates  that  hemoconcen- 
tration  cannot  be  used  as  the  only  guide  to  treat- 
ment. Physiological  adjustments  help  for  a short 
time,  even  without  therapy,  to  cushion  the  effects 
of  injury. 

Massive  loss  of  whole  blood  through  hemorrhage 
may  promptly  reduce  the  blood  volume  to  an  amount 
incompatible  with  sustained  circulation.  The  blood 
pressure  fall  results  from  the  reduction  in  blood 
volume.  In  the  terminal  stage  of  secondary  shock 
the  vasoconstriction  stage  finally  passes,  followed  by 
vasodilatation.  This  latter  change,  as  well  as  blood 
volume  changes,  are  reflected  in  the  blood  pressure. 
Blalock  says  peripheral  circulatory  failure,  resulting 
from  a discrepancy  in  the  size  of  the  vascular  bed 
and  the  volume  of  intravascular  fluid,  is  the  chief 
manifestation  of  shock.  When  the  blood  volume  is 
reduced,  there  is  decreased  cardiac  output.  There 
is  an  excess  of  blood  cells  in  the  capillaries  with 
resultant  congestion  and  increased  viscosity  of  the 
blood.  Oxidation  is  much  reduced,  as  proven  in 
animal  experiments  by  Ault  and  Cunningham,  and 
with  the  consequent  lack  of  oxygen  in  the  tissues, 
non-respirable  acids,  such  as  lactic  and  diacetic  acid, 
replace  carbonic  acid.  Lack  of  oxygen  profoundly 
affects  the  nerve  cells  and  disturbs  their  function. 
To  maintain  oxidation  of  the  body  tissues,  a minimal 
systolic  blood  pressure  of  about  80  mm.  of  mercury 
is  required.  This  so-called  critical  level  marks  the 
blood  pressure  level  below  which  there  is  cessation 
of  adequate  flow  of  blood  to  the  tissues.  Anoxia 
causes  marked  depression  of  metabolic  processes  of 
the  body  as  a result  of  which  heat  production  drops 
off,  sometimes  as  much  as  6 5 per  cent.  The  CO., 
combining  power  of  the  plasma  drops  often  with 
a serious  reduction  in  alkali  reserve;  acidosis  is 
produced.  Evidence  of  hyperpnea  appears  when  the 
CO.,  combining  pow’er  falls  below  40  per  cent. 
Another  chemical  change  in  shock  sometimes  seen 
is  an  increase  in  the  N.P.N.  and  creatinine,  and  a 
drop  in  sodium  and  chloride  content.  Potassium  is 
usually  slightly  increased. 

It  has  been  observed  significantly  in  animals 
that  a perceptible  fall  in  blood  pressure  sometimes 
occurs  only  a short  while  before  death;  however, 


the  plasma  volume,  the  plasma  protein  concentra- 
tion and  hematocrit  showed  much  earlier  changes. 
In  spite  of  the  very  early  loss  of  plasma  proteins 
and  fluids,  electrolytes  and  the  consequent  reduc- 
tion in  blood  volume,  the  blood  pressure  at  the  end 
of  six  hours  in  the  experiments  conducted  by  Bla- 
lock was  only  slightly  lowered.  The  vasoconstric- 
tion, it  has  been  shown,  aids  in  the  maintenance 
of  the  blood  pressure  at  its  normal  level  despite 
marked  plasma  volume  reduction. 

Clinical  Evaluation  Of  Shock 

The  classical  symptoms  of  shock  are  well  knowm; 
cold,  moist,  sweating  skin;  thirst,  vomiting,  rest- 
lessness, mental  dullness,  reduced  sensitivity  to  pain- 
ful stimuli,  apprehensiveness,  etc.  Objectively  the 
patient  may  appear  dehydrated,  cyanotic,  pale,  pers- 
piring, with  a rapid  thready  pulse  and  in  the  latter 
stages  a low  blood  pressure.  Blood  pressure  determina- 
tions give  a better  index  to  the  condition  of  the 
circulatory  system  than  do  pulse  checks.  The  blood 
pressure,  taken  frequently,  should  be  recorded. 

Time  does  not  permit  the  description  of  the 
falling  drop  method  of  Barbour  and  Hamilton  but 
the  information  gained  from  its  use  is  considerable. 
Those  interested  are  urged  to  familiarize  themselves 
with  this  procedure.  If  too  many  cases  in  shock  do 
not  have  to  be  cared  for  at  once  it  can  be  used 
to  advantage  in  evaluating  the  status  of  battle 
casualties. 

Meakins  says  "the  beginning  and  progression  of 
shock  is  best  detected  by  frequent  and  accurate 
estimations  of  hemoglobin  or  by  the  hematocrit.  A 
rising  hemoglobin  percentage  or  an  increase  of  cells 
to  plasma  ratio  indicate  hemoconcentration  due  to 
loss  of  plasma  through  the  capillary  walls.  This  is 
probably  the  earliest  indication  of  shock.” 

Black  (Year  Book  of  Therapeutics,  1941,  page 
240)  gives  a formula  by  which  the  blood  volume 
may  easily  be  calculated.  For  approximate  calcula- 
tion of  plasma  volume  deficit,  one  is  justified  in 
assuming  a hemoglobin  percentage  of  100  and  a 
blood  volume  of  5 liters,  3 of  which  are  plasma. 
The  table  below  gives  trend  of  change  in  plasma 
volume  providing  there  is  no  hemorrhage. 


Estimation  of  Plasma  Volume  Reduction  Based 
on  Formula  by  Black 


Hemoglobin 
Percentage 
( Haladine ) 

Blood 

Volume 

(L.) 

Plasma 

Volume 

(L.) 

Estimated  Deficit 
in  Plasma  Volume 
(cc.) 

too 

5.0 

3.0 

105 

4.75 

2.75 

250 

110 

4.55 

2.55 

450 

115 

4.35 

2.35 

650 

120 

4.15 

2.15 

850 

125 

4.0 

2.0 

1000 

130 

3.85 

1.85 

1 150 

140 

3.55 

1.55 

1300 

145 

3.45 

1.45 

1450 

150 

3.35 

1.35 

1550 
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These  laboratory  procedures  are  relatively  easy 
to  perform  and  can  be  done  expeditiously.  If  there 
are  a large  number  of  battle  casualties,  there  may 
not  be  time  for  these  determinations,  but  the  phy- 
sician should  grasp  every  opportunity  to  avail  him- 
self of  these  aids.  The  criticism  may  properly  be 
made  that  such  technical  procedures  have  no  place 
in  a system  where  time  is  such  an  important  factor. 
Very  definitely,  clinical  judgment  must  be  relied 
upon  to  determine  the  necessity  for  immediate  treat- 
ment, rather  than  reports  or  above  technical  pro- 
cedures. 

Treatment  Of  Shock 

The  treatment  of  the  condition  causing  the 
shock — as,  for  instance,  control  of  hemorrhage — is 
the  first  prerequisite.  Restoration  of  body  tempera- 
ture by  use  of  blankets,  guarded  hot  water  bottles, 
or  other  means,  is  vital.  Too  much  warmth  is  to 
be  avoided.  Relief  of  pain  and  restlessness  by  mor- 
phine is  important.  Large  doses,  however,  reduce  the 
oxygen  interchange  in  the  tissue,  and  the  respiratory 
rate.  Absolute  rest  in  supine  position  is  important. 
In  early  shock  with  vasoconstriction,  the  posture 
may  be  relatively  unimportant,  but  the  lower  part 
of  the  body  should  be  raised  as  soon  as  the  condition 
is  suspected  anyway.  Coramine  and  metrazol  are 
good  cardiac  and  respiratory  stimulants  and  should 
be  used  as  occasion  demands.  The  use  of  vasospastics, 
such  as  adrenalin,  can  be  harmful,  though  if  used 
slowly  and  with  care  they  can  be  an  aid.  Slow  in- 
jection is  mandatory.  In  neurogenic  or  primary 
shock  vasospastics  are  particularly  good. 

Intravenous  physiologic  saline,  or  even  at  times 
hypertonic  saline  solution,  to  relieve  the  electrolyte 
and  fluid  depletion,  is  vital.  In  patients  suffering 
from  shock  an  overdose  of  *luid  can  be  dangerous. 
Black,  of  Oxford,  states  the  danger  is  less  with 
protein-containing  infusions  than  with  saline.  Oral 
and  subcutaneous  fluids  are  of  much  less  help. 
Glucose  has  relatively  little  value  compared  to  phy- 
siological saline.  Blood  plasma,  which  contains  the 
vital  proteins  of  the  blood,  can  be  administered 
immediately  and  this  is  an  important  advantage. 
Dried  human  plasma  which  can  be  put  into  solu- 
tion quickly  and  which  is  always  immediately  avail- 
able in  all  our  medical  installations,  represents  our 
best  source  of  intravenous  fluid.  Because  of  the 
vital  proteins  in  the  plasma  it  is  superior  to  the 
saline,  though  electrolyte  replacement  must  not  be 
overlooked. 

Time  does  not  permit  discussion  as  to  relative 
value  of  concentrate  and  dilute  plasma.  Blood  trans- 
fusion is  valuable  to  restore  blood  volume  and  like- 


wise to  replace  proteins,  but  the  cellular  elements 
are  not  needed  nearly  so  much  as  the  proteins  in 
the  average  case  of  shock.  Where  there  is  serious 
loss  of  blood  due  to  hemorrhage,  transfusion  is 
usually  to  be  preferred.  Volume  for  volume,  plasma 
transfusions  introduce  protein  even  more  rapidly  to 
the  blood  stream  than  when  whole  blood  is  given. 
There  is  also  less  danger  from  reaction  than  when 
blood  is  used.  Blood  plasma  and  serum  adequately 
restore  depleted  blood  volume  and  serum  protein 
deficiencies.  In  traumatic  shock,  the  initial  dose 
of  plasma  can  be  as  high  as  75  0 cc.  and  as  much  as 
2 5 00  cc.  may  be  required  the  first  twenty-four 
hours  after  injury,  with  1000  cc.  daily  for  three 
days.  In  extensive  burns,  2000  cc.  of  plasma  may  be 
needed  the  first  twenty-four  hours  with  1000  cc. 
daily  for  three  days.  Whole  blood  is  indicated  after 
the  third  day. 

Whole  blood  and  plasma  should  be  given  early 
if  there  is  shock  due  to  hemorrhage.  Water  cannot 
be  retained  in  the  body  without  sufficient  salts  to 
make  an  isotonic  solution.  Any  attempt  to  restore 
water  alone  is  unsatisfactory.  Sodium  and  chlorides 
are  both  depleted  and  must  be  replaced.  If  much 
vomiting  has  taken  place,  the  chloride  is  particular- 
ly depleted.  Isotonic  solutions  are  usually  used. 

If  there  is  increased  capillary  permeability,  the 
introduction  of  aqueous  solution  dilutes  the  plasma 
further  and  increases  the  capillary  permeability,  so 
tissue  edema  is  accentuated.  Measurement  of  hema- 
tocrit or  hemoglobin  determinations  are  the  best 
means  of  following  this.  If  fluid  is  being-  retained 
in  the  blood  stream,  hemoglobin  and  plasma  protein 
should  decrease  in  concentration  together.  When 
hemoglobin  is  increasing  and  plasma  is  decreasing 
the  plasma  is  being  lost  from  the  blood  stream.  It 
may  sometimes  be  advantageous  to  give  hypertonic 
solutions  to  avoid  giving  too  much  fluid  in  the 
vein.  Ringer’s  and  Locke’s  solution  can  be  used 
advantageously. 

Adrenal  cortical  extract  (eschatin)  is  presumed 
to  influence  the  permeability  of  injured  capillaries. 
Its  use  with  5 per  cent  salt  solution  is  claimed  by 
Scudder  to  be  helpful  in  severe  cases  of  shock.  As 
chloride  retention  occurs  in  patients  given  adrenal 
cortical  extract,  Rhoades,  Wolff,  and  Lee  say  that 
salt  solutions  should  not  be  given  concomitantly 
unless  chloride  determination  is  done.  However,  as 
capillary  permeability  is  reduced,  plasma  can  be 
afterwards  given  to  greater  advantage.  Adrenal  ex- 
tract, according  to  Helfrich,  is  more  effective  if 
given  prophylactically  than  if  given  after  shqck 
has  already  appeared. 
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Oxygen  is  one  of  the  best  cardiac  stimulants 
known  for  patients  with  anoxemia.  It  can  be  given 
by  B.L.B.  mask,  by  tent,  or  by  nasal  catheter.  The 
establishment  of  a method  to  give  large  numbers 
of  patients  oxygen  is  now  in  progress  by  use  of 
multiple  outlets  from  a line  carrying  oxygen  under 
pressure.  The  outlets  are  connected  to  bubble  bottles 
through  which  the  oxygen  passes  to  the  masks.  Each 
patient  in  the  shock  room  or  ward  with  this  ar- 
rangement receives  oxygen  as  needed. 

The  ideal  arrangement  is  to  have  a special  shock 
ward  where  each  of  the  attendants  has  had  special 
instruction  and  where  the  set-up  permits  rapid 
evaluation  of  the  status  of  the  patient  in  shock 
with  the  necessary  treatment  given  quickly  and  as 
long  as  his  condition  requires  it.  Without  such  an 
arrangement  the  treatment  is  apt  to  be  haphazard 
and  ineffective. 

Summary 

The  cardinal  changes  taking  place  in  an  individ- 
ual in  shock  are  vasocontriction,  anoxia,  alteration 
of  capillary  permeability,  hypoproteinemia,  oligemia, 
and  reduced  colloidal  osmotic  pressure  of  blood.  As 
a result  of  above  changes,  there  are  hemoconcentra- 
tion,  capillary  congestion,  diminished  blood  flow,  and 
decreased  cardiac  output.  Depressed  metabolic  pro- 
cesses naturally  follow  such  changes. 

The  main  treatment  of  shock  can  be  summarized 
as  follows:  (1)  Treat  early,  even  though  evidence  of 
shock  may  not  be  clinically  apparent.  (2)  Keep  pa- 
tient at  absolute  rest,  with  elevation  of  foot  of  bed. 
(3)  Apply  warmth  to  the  body.  (4)  Adequate  fluid 
replacement  is  important,  therefore  use  plasma  early 
and  in  adequate  amounts.  (5)  Transfusions.  (6) 
Crystalloids,  physiological  sodium  chloride,  Ringer’s 
or  Locke’s  Solution  intravenously.  (7)  Cardiac  stim- 
ulation. (8)  Oxygen  as  needed.  (9)  Judicious  use  of 
sedation,  especially  of  opiates,  sufficient  to  control 
pain  only.  (10)  Adrenal  cortical  extract. 
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Discussion 

Dr.  S.  E.  Doolittle:  I appreciate  the  opportunity 
of  reviewing  Colonel  Young’s  paper  on  shock.  With 
memories  of  December  7 still  fresh  in  mind,  it  is 
indeed  a timely  subject. 

The  numerous  concepts  of  the  underlying  pa- 
thological physiology  of  shock  and  attempts  to  dif- 
ferentiate various  types  of  shock  have  always  been 
confusing  to  me.  From  the  various  theses  concern- 
ing experimental  and  clinical  shock  there  stand 
out  certain  important  pathological  physiological 
changes  noted  by  all  critics.  The  most  important  of 
these  have  been  re-emphasized  by  Dr.  Young;  name- 
ly, strong  sympathetico-adrenal  activity,  increased 
capillary  permeability,  hemoconcentration  and  tis- 
sue anoxia. 

In  war  wounds,  the  clinical  pictures  presented 
to  the  physician  is  rarely  that  of  uncomplicated 
shock.  The  state  of  peripheral  vascular  failure 
caused  by  shock  is  further  augmented  by  other 
neurogenic  factors  (fear,  exhaustion,  or  exposure), 
by  hemorrhage,  or  by  other  vital  organ  damage  or 
disease. 

The  principles  of  treatment  aim  at  control  of 
complicating  factors  as  well  as  of  shock  itself. 
Thus  the  control  of  hemorrhage,  of  fear,  and  of 
pain  are  of  primary  importance.  Morphine  is  the 
drug  of  first  importance  in  the  treatment  of  shock. 
Adrenalin  is  a dangerous  drug.  The  shocked  pa- 
tient, as  I saw  him  on  December  7,  is  an  over- 
adrenalized  patient.  Cortin,  as  Dr.  Young  suggests, 
is  perhaps  better  to  prevent  than  to  cure  shock.  It, 
may  however,  be  of  assistance  in  preventing  pro- 
gression of  the  condition  if  given  early  and  repeated 
frequently.  Plasma  is  the  main  stop  to  capillary 
leaking.  It  should  be  given  early  and  in  sufficient 
quantities.  If  in  doubt,  and  laboratory  aids  are  not 
available,  give  more.  Whole  blood  is  also  needed 
when  hemorrhage  is  a complication.  Do  not  forget 
oxygen.  Much  of  the  damage  is  due  to  tissue  anoxia 
and  a well  oxygenated  blood  will  lessen  tissue 
anoxia. 
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The  patients  we  have  seen  with  abdominal 
wounds  are  invariably  in  a rather  marked  degree 
of  shock  when  first  seen  on  our  receiving  wards. 
The  prompt  relief  of  this  shock  is  indicated  before 
any  attempt  is  made  to  determine  the  extent  of 
the  injury  or  the  methods  of  choice  in  its  repair. 
Plasma  has  become  the  sheet  anchor  in  our  treat- 
ment of  this  condition  but  we  have  not  lost  sight 
of  the  use  of  blood  transfusions  or  saline  and  glucose 
infusions.  No  operative  procedure  is  considered  until 
shock  is  controlled,  except  where  gross  hemorrhage 
is  felt  to  be  the  responsible  factor. 

When  this  shock  has  subsided  we  attempt  to 
visualize  the  probable  tract  of  the  responsible  agent 
in  an  effort  to  determine  the  structures  most  likely 
to  have  been  damaged.  If  the  wound  is  penetrating 
rather  than  perforating,  which  is  most  frequent,  the 
use  of  x-ray  will  aid  considerably  in  this  step.  Cathe- 
terization should  never  be  omitted.  The  object  of 
this  visualization  of  the  tract  is  to  determine  the 
most  nearly  ideal  incision  for  exploration.  Cases  will 
be  seen  where  the  wound  tract  appears  to  be  entirely 
extraperitoneal.  We  advise  caution  and  careful  ob- 
servation for  signs  and  symptoms  of  peritoneal  ir- 
ritation in  this  type  of  wound.  We  have  had  two 
cases  in  which  the  traumatic  agent  remained  extra- 
peritoneal  throughout  its  course,  yet  laparotomy  re- 
vealed ruptured  small  bowel  in  both  instances.  We 
therefore  agree  with  Bailey  that  "it  is  better  to  open 
and  see  than  to  wait  and  see.” 

Operative  Procedures 

In  the  selection  of  anesthetics  we  have  remained 
firm  in  our  belief  that  open  drop  ether  is  superior 
to  all  others.  Spinal  anesthesia  has  no  place  in 
patients  who  are  so  prone  to  shock. 

When  we  could  demonstrate  no  special  reason 
for  a particular  incision,  we  have  used  either  a mid- 
line or  a right  paramedian  approach.  The  incisions 
should  always  be  made  through  clean  untraumatized 
tissue,  if  at  all  possible.  Adequate  exposure  has  been 
a fundamental  principle  in  all  cases. 

On  opening  the  peritoneal  cavity  we  first  look 
for  gross  hemorrhage  of  such  a degree  as  to  demand 
primary  consideration.  We  do  this  with  minimal 
handling  of  viscera.  So  far  we  have  not  seen  a single 
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case  where  hemorrhage  of  this  calibre  was  present, 
except  in  cases  of  splenic  rupture. 

When  we  are  satisfied  that  no  significant  hem- 
orrhage exists,  we  examine  the  bowel  in  a definite 
and  systematic  fashion.  The  colon  is  examined  care- 
fully, starting  with  the  transverse  portion.  This  is 
done  first  because  of  the  degree  of  contamination 
resulting  from  perforations  of  this  organ.  If  damage 
of  the  colon  is  found,  it  is  repaired  before  examining 
other  organs.  We  next  examine  carefully  the  small 
bowel  from  below  upwards,  inspecting  its  associated 
mesentery  at  the  same  time.  Here,  as  in  the  colon, 
surgical  repair  is  made,  as  the  injury  is  localized  so 
as  to  minimize  contamination.  The  stomach  and 
duodenum  are  then  examined.  Injury  to  the  duo- 
denum is  rare,  but  stomach  perforations  are  frequent- 
ly found  on  the  anterior  as  well  as  the  posterior 
surface. 

When  the  gastro-intestinal  tract  has  been 
examined,  we  move  on  to  a careful  inspection  of 
the  solid  viscera,  bladder  and  retroperitoneal  struc- 
tures, if  indicated.  Splenic  tears  are  not  amenable 
to  repair,  and  removal  of  the  organ  is  usually  pre- 
ferred. Liver  tears  respond  well  to  packing  with 
gauze  of  almost  any  type.  Sulfathiazole  powder  has 
been  used,  because  of  its  reported  hemostatic  qua- 
lities. Sutures  in  the  liver  are  employed  only  when 
necessary.  Gall  bladder  and  duct  damage  is  best 
cared  for  by  temporary  measures  of  drainage.  Pan- 
creatic wounds,  except  for  possible  hemorrhage,  are 
quite  self-limited.  We  do  not  hesitate  to  explore  or 
repair  kidney  or  ureter  damage  by  the  transperitoneal 
route.  We  have  performed  nephrectomy  by  this 
route  with  excellent  results.  Bladder  tears  require 
simple  suturing  and  indwelling  catheters. 

In  general,  when  considering  any  gastro-in- 
testinal wound,  it  has  been  shown  that  suture  of 
perforations  should  be  practiced  whenever  possible, 
rather  than  resection.  In  the  colon  we  must  not 
forget  that  perforations  are  often  retroperitoneal  and 
should  not  be  allowed  on  this  account  to  escape 
detection.  Infarction  and  damage  to  the  blood  supply 
of  the  colon  often  demand  drastic  rather  than  con- 
servative measures.  Resection  may  be  necessary  in 
instances  where  damage  is  marked  and  in  these  cases 
a prophylactic  cecostomy  should  be  performed.  The 
dangers  of  infection  are  so  severe  in  some  colon 
wounds  that  simple  suturing  should  be  supplemented 
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with  drainage,  and  even  colostomy,  without  hesi- 
tation, if  the  operator  feels  it  is  indicated. 

In  the  small  intestine,  resection  is  to  be  avoided 
if  at  all  possible  but  if  there  is  no  alternative  should 
most  certainly  be  performed.  The  chief  indications 
for  such  a procedure  are  as  in  the  large  bowel: 

( 1 ) where  a section  of  the  intestine  has  been 
destroyed; 

(2)  where  multiple  perforations  in  close  prox- 
imity make  healing  unlikely; 

(3)  where  injuries  of  the  mesentery  and  its 
vessels  endanger  the  vitality  of  the  gut  (a  two-inch 
detachment  of  mesentery  is  judged  to  be  in  the 
danger  zone). 

Multiple  resections  are  to  be  avoided,  for  the 
mortality  is  especially  high.  A short-circuit  operation 
may  be  employed  if  obstruction  is  anticipated,  but 
should  not  isolate  long  segments  of  gut  as  this  may 
result  in  nutritional  disturbances.  We  have  employed 
the  end-to-end  technique  for  resections  whenever 
possible.  Side-to-side  methods  are  quite  satisfactory 
however,  especially  to  avoid  difficulty  with  an  un- 
cooperative mesentery.  All  our  bowel  closures  and 
resections  are  done  with  gut  and  silk,  employing 
the  Connell,  Cushing  or  Lambert  stitches. 

Duodenal  wounds  are  relatively  rare  and  we  have 
had  none  so  far  on  our  service.  Gastroenterostomy, 
or  even  partial  gastric  resection,  may  be  necessary 
for  satisfactory  reconstruction.  Stomach  wounds 
may  usually  be  sutured  without  difficulty. 

In  all  abdominal  wounds  we  have  placed  from 
4 to  16  grams  of  powdered  sulfanilamide  intra- 
peritoneally  and  over  the  suture  lines  at  the  com- 
pletion of  surgery.  Drains  or  packs  are  brought  to 
the  exterior  through  stab  wounds  or  through  en- 
trance or  exit  wounds  after  debridement,  if  they 
are  in  a suitable  position.  Our  exploratory  wound  is 
closed  tightly  in  layers  and  as  a last  procedure  the 
entrance  and  exit  wounds  are  debrided.  Sulfanilamide 
powder  and  vaseline  gauze  are  then  inserted  in  the 
resultant  tracts. 

It  might  be  well  to  mention  that  we  have  had 
a number  of  thoraco-abdominal  wounds  on  our 
service,  the  majority  of  them  with  successful  results 
in  spite  of  their  relatively  lethal  nature.  In  these 
cases  we  treat  the  chest  conservatively,  if  possible, 
and  if  surgical  intervention  is  necessary  we  attempt 
to  make  closed  wounds  out  of  those  that  are  open. 
We  repair  the  diaphragm,  if  it  is  at  all  possible  to 
do  so,  and  prefer  a separate  abdominal  incision  for 
exploration  rather  than  the  trans-diaphragmatic  ap- 
proach. 


Post-Operative  Care 

Our  post-operative  routine  is  like  that  practiced 
in  most  abdominal  surgery,  but  it  is  necessarily  more 
extensive.  Parenteral  fluids  and  morphine  are  given 
as  required.  The  inevitable  ileus  is  combated  with 
continuous  Wangensteen  suction  or  Miller-Abbott 
tubes.  Oxygen  tents  or  masks  are  of  considerable 
help  in  most  cases  and  are  indispensible  in  thoraco- 
abdominal wounds. 

We  never  institute  sulfa  drug  therapy  for  ".ne 
first  twenty-four  hours  following  surgery.  Adequate 
blood  levels  of  sulfanilamide  are  maintained  during 
this  period  from  peritoneal  absorption.  Even  if  we 
find  no  special  indication  for  sulfonamide  therapy 
we  continue  it  thereafter  for  several  days  as  a pro- 
phylactic measure  in  suitable  cases.  We  have  found 
sodium  sulfadiazine  intravenously  to  be  far  superior 
to  other  sulfa  drugs,  particularly  when  oral  adminis- 
tration is  impractical.  It  necessarily  must  be  used 
with  caution,  however.  Blood  levels  of  5 to  13  mgm. 
per  cent  are  to  be  maintained,  and  dosages  governed 
accordingly.  Oral  dosages,  when  this  route  was  feas- 
ible, have  averaged  1 gram  each  four  hours,  and  we 
have  maintained  this  therapy  for  three  to  seven  days 
post-operatively.  Daily  sulfonamide  blood  levels,  fre- 
quent blood  counts  and  urinalyses,  are  recommended. 
A urinary  output  of  at  least  1,000  cc.  per  day  is 
essential  when  patients  are  on  such  therapy. 

Blood  transfusions  and  other  supportive  measures 
are  given  as  indicated.  Some  anemia  invariably  fol- 
lows such  injuries  and  the  sulfa  drug  therapy  may 
aggravate  this  picture. 

Conclusion 

In  summary,  I have  presented  the  methods  used 
by  the  Surgical  Service  of  the  North  Sector  General 
Hospital  in  the  handling  of  these  grave  abdominal 
wounds.  Our  results  have  been  so  gratifying  that 
we  heartily  recommend  all  of  these  points  for  your 
consideration. 

Discussion 

Dr.  James  R.  Judd:  I am  much  pleased  t''  have 

the  opportunity  of  discussing  Colonel  Heaton’s  ex- 
cellent paper,  which  is  short  and  snappy  and  to 
the  point,  like  a well  performed  surgical  operation. 
The  Colonel’s  conclusions  are  well  drawn.  I agree 
heartily  with  him  that  ether,  by  the  drop  method, 
is  the  safest  and  most  satisfactory  anesthetic  for 
emergency  war  surgery  and  that  spinal  and  intra- 
venous anethesia  have  very  little  place  in  such 
work. 

Colonel  Heaton’s  conclusions  are  based  on  data 
obtained  mostly  from  young  healthy  soldiers.  It 
might  be  of  interest  to  discuss  the  effects  on  civili- 
ans of  this  diabolical  method  of  warfare,  first  start- 
ed by  the  Germans  when  they  bombarded  Warsaw 
from  the  air  in  September,  193S. 
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In  the  September  1941  issue  of  Surgery,  Gyn- 
ecology and  Obstetrics  is  an  able  article  by  Dr. 
Gordon-Taylor  entitled  “The  Problems  of  Surgery 
in  Total  War,”  based  on  600  abdominal  cases,  and 
I am  quoting  from  this  article  especially  as  the 
facts  therein  bear  on  civilian  casualties.  Every 
hospital  in  London  except  two  has  been  hit  by  air 
bombardment.  The  mortality  of  children  and  old 
people  is  high,  although  there  have  been  some  re- 
markable recoveries. 

A considerable  proportion  of  the  casualties  re- 
sults from  crushing  force  or  from  the  direct  or  in- 
direct effect  of  “blasts.”  In  crushing  injuries  the 
abdomen  is  less  exposed  to  damage  than  the  head, 
shoulders  or  limbs,  and  in  lesions  due  to  “blast” 
the  lungs  are  more  vulnerable  than  the  abdomen. 
In  this  war,  civilians  suffer  from  crush-contusions 
due  to  falling  masonry  and  from  burial  under  col- 
lapsed houses.  Masses  of  wood,  stone  or  metal  may 
be  hurled  with  devastating  force  against  the  ab- 
domen; severe  visceral  damage  or  retroperitoneal 
hemorrhage  may  be  produced  by  “blast”  without 
any  external  evidence  of  injury.  Frightful  wounds 
have  been  produced  by  flying  glass  eviscerating  the 
patient.  These  cases  are  mostly  beyond  surgical 
aid. 

Multiplicity  characterizes  wounds  sustained 
from  air  bombardment.  Mortality  is  raised  by  lesions 
of  several  viscera  and  many  parts  of  the  body  being 
simultaneously  damaged. 

Burns  may  be  a serious  complication  of  ab- 
dominal wounds  and  add  greatly  to  the  gravity  of 
the  prognosis. 

Associated  severe  fractures,  especially  com- 
pound fractures,  often  turn  the  scale  against  re- 
covery. 

“Blast”  injury  of  the  lungs,  by  reason  of  the 
pain  produced,  may  suggest  the  diagnosis  of  an  ab- 
dominal lesion.  Some  of  the  patients  have  rigid  ab- 
dominal walls.  X-ray  examination  of  the  chest  and 
the  physical  signs,  especially  bulging  of  the  chest 
wall,  should  prevent  an  unnecessary  laparotomy. 

Abdomino-thoracic  injuries  in  this  group  ap- 
proximate 13  percent;  the  mortality  of  left-sided 


abdomino-thoracic  injuries  exceeds  that  of  the  right 
side  by  20  percent. 

Diaphragmatic  injury  is  suggested  by  an  almost 
entirely  thoracic  type  of  respiration  with  a catch 
at  end  of  inspiration,  yet  the  actual  respiratory  rate 
may  be  little  altered.  In  later  stages,  there  is  fixed 
pain,  exaggerated  on  exertion  and  referred  to 
clavicle  or  scapula,  according  to  the  position  of  the 
injury. 

In  patients  operated  on,  the  rent  in  the  diaph- 
ragm is  usually  small,  less  than  half  an  inch  long 
in  50  percent  of  the  cases.  Many  openings  are  mere 
punctures.  Wounds  of  the  central  tendinous  part  are 
more  serious  than  those  of  the  periphery.  Small 
wounds  undoubtedly  heal  spontaneously  and  others 
are  at  least  temporarily  plugged  by  omentum,  liver, 
stomach  and  spleen. 

When  there  is  an  open  blowing  thoracic  wound 
or  an  associated  “stove-in-chest,”  the  chest  injury 
must  assume  priority  of  treatment. 

If  an  abdomino-thoracic  injury  has  been  ap- 
proached from  the  abdominal  aspect,  it  is  important 
not  to  waste  time  trying  to  complete  a difficult 
suture  of  the  diaphragm  in  a critically  ill  patient, 
unless  the  aperture  is  so  large  that  a herniation  of 
the  abdominal  contents  is  certain  to  occur. 

Conclusion 

1.  Despite  the  gravity  of  the  wounds  and  the 
frequent  association  of  multiple  injuries,  about  50 
percent  of  the  patients  with  abdominal  injuries  for 
whom  operation  is  possible,  survive. 

2.  The  percentage  of  recoveries  for  injuries  to 
the  gastro-intestinal  tract  is  higher  than  in  1914-18. 
For  the  large  intestine  it  is  about  the  same. 

3.  Few  survive  after  lengthy  resections  of  in- 
testine. 

4.  The  employment  of  sulfonamides  locally 
and  by  oral  administration  has  proved  of  great 
value. 

5.  Transfusion  of  blood  and  its  derivatives  has 
made  a host  of  patients  operable  who  otherwise 
would  certainly  have  died. 
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Because  of  its  size,  exposure  and  vulnerability, 
trauma  to  the  chest  plays  an  important  part  in  a 
consideration  of  war  injuries.  It  has  been  estimated 
that  well  over  one-third  of  all  fatalities  in  combat 
are  due  to  injuries  to  the  chest,  and  that  chest  in- 
juries are  second  only  to  abdominal  injuries  in  their 
seriousness. 

I am  fully  cognizant  of  the  fact  that  many 
serious  injuries  of  the  chest  wall  and  enclosed  organs 
result  from  trauma  that  does  not  cause  an  opening 
into  the  pleura.  These  injuries  are  to  be  discussed 
by  others  on  the  program  and  will  not  be  considered 
here.  The  fact  should  also  be  appreciated  that  an 
individual  having  an  injury  to  the  chest  may  have 
injuries  elsewhere  as  well,  and  a thorough  examina- 
tion should  be  made  to  avoid  overlooking  such  com- 
plications. 

Pathologic  Physiology 

In  a discussion  of  chest  injuries  it  is  important 
to  remember  a few  physiological  principles  that 
make  the  care  of  such  lesions  a problem  differing 
from  the  care  of  injuries  encountered  elsewhere. 
All  the  organs  of  the  thoracic  cage  carry  on  their 
work  under  a pressure  which  is  intermittently  less 
than  that  of  ordinary  atmospheric  pressure.  Hence, 
an  opening  into  the  pleura  results  in  collapse  of  the 
lung  at  a rate  depending  upon  the  size  of  the  open- 
ing. The  collapse  of  one  lung  would  not  ordinarily 
result  in  serious  interference  with  the  cardio-res- 
piratory  mechanism  were  it  not  for  the  fact  that 
under  such  conditions  the  mediastinum  and  its  struc- 
tures are  usually  displaced  toward  the  contralateral 
lung.  Thus  an  opening  into  one  pleural  cavity 
seriously  affects  the  organs  concerned  with  the  vital 
functions  of  respiration  and  circulation  unless  the 
mediastinum  has  become  stabilized  from  previous  in- 
flammatory changes. 

First  Aid  Measures 

The  first  aid  treatment  of  chest  injuries  may 
be  extremely  important,  first,  in  the  control  of 
hemorrhage,  and  second,  in  the  case  of  so-called 
sucking  wounds.  Bleeding  is  usually  from  one  of 
four  sources.  It  may  be  from  an  intercostal  or  from 
one  of  the  internal  mammary  vessels.  In  either  in- 
stance the  vessel  may  or  may  not  be  easily  ligated. 


The  bleeding  may  come  from  the  lung,  in  which 
case  spontaneous  cessation  is  to  be  expected,  unless 
one  of  the  larger  vessels  is  involved,  because  of  the 
low  pressure  in  the  pulmonary  circulation.  The 
bleeding  may  be  from  one  of  the  vessels  in  the 
mediastinum,  from  one  of  the  vessels  in  the  hilum 
of  the  lung,  or  from  the  azygos  veins,  in  which 
case  control  is  difficult,  and  a fatal  outcome  is 
likely  before  the  patient  can  be  transported  to  a 
place  where  adequate  surgical  interference  can  be 
instituted. 

Many  people  who  lose  their  lives  when  an 
opening  is  torn  into  the  chest  wall  could  be  saved 
by  the  very  simple  expedient  of  plugging  the  hole 
with  anything  that  can  be  stuffed  into  it — sterile 
moist  gauze  or  sterile  vaseline  packs — or  by  using 
the  simple  apparatus  illustrated  herewith.  Time  may 
be  the  essence  of  success,  however,  so  peel  off  your 
shirt  and  use  that;  or  place  your  hand  over  the 
opening;  or  use  any  suitable  object  or  material — 
sterile  or  unsterile — to  seal  over  the  opening. 

Strapping  the  patient’s  chest  with  adhesive  in 
the  presence  of  fractured  ribs  may  relieve  that 
patient’s  pain  and  help  to  prevent  shock.  The  liberal 
use  of  morphine,  if  the  patient’s  respiration  is  not 
embarrassed,  is  of  value.  Shock,  of  course,  is  to  be 
combatted  by  the  various  methods  at  our  disposal 
after  the  patient  is  hospitalized  and  before  surgery 
is  undertaken.  The  free  administration  of  oxygen 
is  of  particular  value. 

In  penetrating  or  perforating  wounds  of  the 
thoracic  cage  which  do  not  result  in  open  pneumo- 
thorax, emergency  surgery,  except  for  the  control 
of  hemorrhage,  is  rarely  indicated.  In  civil  life,  such 
wounds  are  commonly  produced  by  stabs  from  a 
knife  or  ice-pick  or  from  a rifle  or  pistol  shot;  in 
the  military  service,  by  fragments  of  high-explosive 
missiles.  In  such  injuries,  signs  of  accumulating 
blood  in  the  pleura  should  be  watched  for,  and  when 
found  should  be  aspirated  and  replaced  by  an  equal 
amount  of  air.  Blood  left  in  the  pleura  invites 
infection;  it  is  slowly  absorbed;  and  it  irritates  the 
pleura,  causing  it  to  become  thickened,  and  thereby 
inhibits  lung  re-expansion.  Air,  on  the  other  hand, 
acts  more  as  a compressible  cushion  and  causes  little 
or  no  pleural  irritation. 
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Tension  Pneumothorax 

In  any  trauma  to  the  chest  in  which  the  lung, 
bronchi,  or  trachea  is  injured,  air  in  varying  amounts 
may  escape  into  the  pleura,  subcutaneous  tissue,  or 
mediastinum.  If  with  each  inspiration  air  is  drawn 
into  the  pleural  cavity  and  on  expiration  it  cannot 
escape,  a tension  pneumothorax  will  be  produced. 
This  may,  when  carried  to  a sufficient  degree,  result 
in  complete  collapse  of  the  affected  lung,  and  so 
embarrass  respiration  and  circulation  as  to  result 
in  asphyxia  of  the  individual.  The  symptoms  are 
increasing  respiratory  difficulty,  cyanosis,  and  signs 
of  shock.  The  physical  findings  show  hyper- 
resonance over  the  affected  side,  distant  or  absent 
breath  sounds,  and  displacement  of  the  heart  away 
from  the  side  involved.  The  x-ray  picture,  if  avail- 
able, substantiates  the  clinical  findings.  The  treat- 
ment consists  of  aspirating  the  air  from  the  pleura 
until  the  pressure  is  zero,  or  of  inserting  a catheter 
intercostally  into  the  pleural  cavity.  The  lower  end 
of  this  catheter  is  sealed  by  connecting  it  with  a 
rubber  tube  which  is  inserted  into  a bottle  con- 
taining fluid  beneath  the  bed. 

Air  escaping  into  the  mediastinum  in  a similar 
manner  may  build  up  so  much  pressure  that  it 
may  interfere  with  circulation  or  interfere  with  res- 
piration by  pressure  on  the  trachea  or  major  bronchi. 
A suprasternal  incision  into  the  superior  mediastinum 
may  give  relief,  though  usually  some  grave  medias- 
tinal injury  has  already  occurred  and  results  in  a 
fatality. 

Surgical  Procedures 

In  the  repair  of  open  chest  wounds,  pressure 
anethesia  is  almost  indispensable.  If  it  is  not  available, 
aspiration  of  the  air  in  the  chest  following  surgery 
is  important  to  allow  re-expansion  of  the  lung. 

If  circumstances  permit  and  the  patient’s  con- 
dition justifies  it,  pre-operative  x-ray  study  of  the 
chest  to  locate  foreign  bodies  is  desirable.  Wounds 
in  this  region  should  be  thoroughly  debrided  as 
elsewhere.  Foreign  bodies  should  be  removed,  and 
blood  clots  and  debris  should  be  sucked  out  of  the 
pleural  cavity,  either  through  the  original  or  en- 
larged wound  or  through  a new  approach  if  the 
patient’s  condition  justifies  it.  From  8 to  10  grams 
of  powdered  sulfanilamide  should  be  dusted  into  the 
pleural  cavity  and  into  the  wound  itself,  and  the 
chest  wall  closed  tightly  if  possible.  I believe  it  is 
desirable  to  place  a water-sealed  catheter  into  the 
chest  of  all  such  injured  individuals.  It  would  seem 
wise  to  place  a No.  18  F.  catheter  in  the  second  and 
third  interspace  in  the  midclavicular  line,  since  there 


is  less  likelihood  in  this  locality  of  the  catheter’s 
becoming  plugged  by  blood  or  kinked  by  the 
patient’s  lying  on  it.  This,  I believe,  should  be 
routine  since  no  hospital  that  I know  of  in  the 
Territory  would  be  sufficiently  staffed  to  watch 
carefully  for  the  onset  of  tension  pneumothorax, 
if  we  were  suddenly  called  upon  to  treat  a large 
number  of  wounded. 

Post-Operative  Care 

When  the  patient  is  returned  to  the  ward  he 
should  be  closely  watched  for  signs  of  hemorrhage, 
for  signs  of  tension  pneumothorax — if  a water- 
sealed  catheter  has  not  been  inserted — and  for  onset 
of  shock.  If  fluid  accumulates  in  the  chest,  it  should 
be  aspirated  and  the  fluid  smeared  and  cultured, 
and  the  patient  watched  for  the  possibility  of  in- 
fection. Lung  abscess  from  embedded  foreign  bodies 
in  the  lung  may  occur  and  should  be  anticipated. 

Cardiac  Injuries 

In  passing,  mention  should  be  made  of  injuries 
to  the  heart.  Most  of  them  are  immediately  or  soon 
fatal  and  are  not  amenable  to  any  type  of  therapy. 
Occasionally  injury  to  the  chambers  of  the  heart 
or  to  the  great  vessels  at  its  base  permits  leakage 
of  blood  into  the  pericardial  cavity  slowly  enough 
to  allow  successful  surgical  intervention  if  the  con- 
dition is  recognized  without  delay. 

Blood  accumulating  in  the  pericardium  inter- 
feres with  expansion  of  the  heart,  and  like  the  effect 
of  accumulating  air  in  the  pleura  on  the  lung,  soon 
renders  the  heart  incapable  of  functioning.  This 
condition  of  tamponade  of  the  heart  causes  cyanosis 
and  respiratory  difficulty,  diminution  in  volume  of 
the  pulse,  weakening  of  the  cardiac  sounds,  fall  in 
systolic  blood  pressure,  increase  in  venous  pressure, 
diminished  activity  of  the  heart  as  seen  under  the 
fluoroscope,  and  death  in  short  order  if  the  condition 
is  unrelieved. 

Conclusions 

In  concluding  these  brief  remarks  I want  to 
emphasize: 

( 1 ) The  importance  of  the  first  aid  treatment 
of  so-called  sucking  wounds  of  the  chest.  Plug  the 
hole  immediately  by  one  of  the  methods  suggested. 

(2)  Control  hemorrhage  from  the  intercostals 
or  internal  mammaries  by  ligation  or  compression. 

(3)  Watch  out  for  tension  penumothorax.  As- 
pirate if  in  doubt.  Insert  water-sealed  catheter  when 
necessary. 
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(4)  Aspirate  blood  from  the  chest  and  replace  it 
with  air. 

(^ ) Treat  shock  in  chest  injuries  as  elsewhere  be- 
fore subjecting  patients  to  surgery. 


SSI  Young  St. 

Discussion 

I)h.  Fi  nish.:  The  “thorax  valve”  mentioned  by 

I)r.  Strode  serves  to  seal  a small  penetrating  wound 
of  the  chest,  or  a large,  lacerated  blowing  one,  per- 
mitting egress  of  air  and  fluids,  and  preventing  in- 
gress of  air,  thus  stabilizing  the  mediastinal  con- 
tents. It  is  easily  extemporized  from  available 
materials,  which  is  a most  important  feature. 

To  make  such  a thorax  valve,  take  a 6 inch 
length  of  rubber  tubing — anything  from  a small 
catheter  to  a tube  of  V2  inch  inside  diameter,  de- 
pending on  the  type  of  wound  anticipated.  Clean 
1 inch  of  one  end  with  gasoline,  xylol  or  sand  paper 
and  apply  rubber  cement,  which  is  allowed  to  dry. 
Take  a piece  of  cleaned  auto  tire  inner-tubing  any- 
where from  4 to  6 inches  square,  or  rectangular 
(or  larger)  and  with  a cork  borer  cut  a round  hole 
in  its  center.  This  hole  is  to  be  definitely  smaller  than 
the  outside  diameter  of  the  rubber  tube  that  is  to 
enter  the  thorax.  Anoint  this  hole  with  rubber  ce- 
ment and  permit  it  to  dry. 


Stretch  the  closed  end  ot  a condom  over  the 
open  end  of  a large  test  tube  and  with  a hot  wire, 
make  a hole  in  the  condom.  This  hole  will  have  a 
sticky,  gummy  edge.  By  careful  stretching  of  the 
perforated  condom,  pull  it  over  the  cleaned  and 
cemented  end  of  the  rubber  tube,  to  a distance  of 
about  V2  inch,  letting  it  contract  there.  Now  pull 
the  bulk  of  the  condom  toward  the  other  end  of  the 
tube.  Apply  a little  additional  rubber  cement  to  the 
cemented  end  of  the  tube,  pull  the  condom  back 
over  this  area,  hold  it  in  place  with  a rubber  band 
or  several  windings  of  twine  and  give  it  time  to  set. 

Have  an  assistant  stretch  the  inner-tube  rec- 
tangle until  the  central  hole  is  large  enough  to  ad- 
mit the  tube,  with  attached  condom,  and  slip  the 
tube  through  until,  on  contraction,  the  inner-tube 
square  firmly  grips  the  end  where  the  condom  is 
cemented.  Additional  rubber  cement  may  be  ap- 
plied at  the  junction. 

The  distal,  reinforced  end  of  the  condom  is  cut 
off  with  a scissors;  because  of  its  collapsed  con- 


dition, it  acts  as  a flutter  valve.  A safety  pin, 
through  the  wall  or  even  the  lumen  of  the  distal 
portion  of  the  tube  will  prevent  the  loss  of  the  tube 
into  the  pleural  space.  After  the  cement  is  set,  this 
gadget  may  be  sterilized  in  formalin  vapor,  or, 
placed  in  a jar,  may  be  autoclaved. 

For  use,  the  long  end  of  the  tube  is  cut  to  de- 
sired length — it  may  be  fenestrated — and  inserted 
in  the  pleural  wound,  the  edges  of  the  square  of 
inner  tube  rubber  are  affixed  to  the  skin  with  strips 
of  adhesive.  Duco  cement,  if  available  in  the  emer- 
gency, would  be  additionally  effective. 

This  simple  apparatus  relieves  compression  of 
the  mediastinum  by  air  or  fluids  and  leaves  the 
patient  mobile  without  need  of  a special  attendant. 

Dr.  H.  H.  Walker:  Dr.  Strode  has  dealt  with 

the  immediate  treatment  of  chest  wounds  in  a con- 
cise and  able  manner.  Thoracic  wounds  in  modern 
warfare  are  prone  to  be  of  very  serious  nature  and 
carry  a high  mortality  rate.  The  injury  may  be  of 
such  magnitude  as  to  preclude  any  chance  of  sur- 
vival. Others,  however,  may  have  a good  chance  if 
there  is  not  too  great  delay  in  receiving  proper 
medical  and  surgical  treatment.  The  first-aid  treat- 
ment received  by  the  patient  in  a casualty  station 
is  frequently  of  far  greater  importance  than  the 
late  operative  treatment  in  deciding  the  final  out- 
come. The  treatment  of  shock  and  hemorrhage  al- 
ways, of  course,  should  be  given  first  consideration. 
Secondarily,  or  in  many  instances  simultaneously, 
attention  should  be  directed  to  the  restoration  of 
cardio-respiratory  physiology  to  normal.  The  patient 
should  be  placed  in  the  position  affording  the 
greatest  comfort — usually  semi-sitting.  Morphine 
should  be  given  with  the  utmost  caution  and  oxygen 
administered  if  available.  Sucking  wounds  must  be 
plugged  just  as  quickly  as  possible.  The  valvular 
contrivance  described  by  Dr.  Strode  and  Dr.  Fen- 
nel would  be  a good  thing  to  have  handy  in  any 
casualty  station.  However,  the  important  point  is 
to  plug  the  wound.  External  bleeding  should  be 
controlled  as  expeditiously  as  possible  with  the 
least  amount  of  disturbance  to  the  patient.  If  ribs 
are  fractured,  adequate  immobilization  will  be  se- 
cured by  strapping  the  hemithorax. 

One  must  always  be  on  the  alert  for  a pneu- 
mothorax, hemothorax,  or  hemopneumotnorax  in 
the  presence  of  an  injury  to  the  chest.  Signs  may 
not  be  evident  at  the  first  examination  so  that  these 
patients  must  be  watched  carefully  for  several 
hours.  It  must  be  remembered  that  an  individual 
supposedly  suffering  from  shock  or  a blast  injury 
may  also  have  a tension  pneumothorax  or  hemo- 
thorax. A portable  x-ray  machine  when  available 
should  be  used  to  establish  the  diagnosis.  However, 
physical  examination  of  the  chest  will  usually  re- 
veal the  underlying  condition.  Of  the  physical  signs, 
cardiac  displacement  is  the  most  important.  Dr. 
Strode  has  described  the  treatment  for  pneumo- 
thorax and  hemothorax.  I believe  that  waterseal 
drainage  is  the  most  foolproof  method  of  dealing 
with  tension  pneumothorax.  Likewise,  I agree 
thoroughly  with  Dr.  Strode  that  the  blood  should 
be  aspirated  in  the  case  of  hemothorax. 

Operative  surgery  in  thoracic  wounds,  especial- 
ly in  the  case  of  foreign  bodies,  should  be  delayed, 
in  my  opinion,  except  when  it  is  necessary  to  close  a 
sucking  wound  or  when  it  becomes  obvious  that 
intra-thoracic  hemorrhage  is  progressive. 
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Few  subjects  in  medicine  have  produced  so  much 
controversy  and  stimulated  so  much  writing  as  the 
subject  of  head  injuries.  It  would  be  futile  to  even 
attempt  to  touch  upon  the  anatomy,  the  pathologic 
physiology  of  the  various  types  of  wounds,  the  com- 
plications and  the  divergent  opinions  on  the  treat- 
ment of  cranio-cerebral  injuries  in  this  brief  period 
of  ten  minutes.  I shall  limit  this  presentation  to  a 
brief  discussion,  of  the  pathology  and  the  accepted 
treatment  of  two  types  of  head  injuries  most  fre- 
quently encountered. 

Concussion 

The  first  type  of  injury  is  that  produced  when 
the  head,  in  motion,  strikes  an  immovable  object: 
for  example,  falls  from  high  places,  or  automobile 
accidents.  The  pathologic  changes  in  the  brain  that 
result  are  due  to  inertia  of  the  intracranial  con- 
tents. It  has  been  shown  experimentally  that  the 
brain  has  the  physical  properties  of  a liquid.  When 
the  head  is  set  in  motion  and  then  suddenly  stopped, 
a wave  of  force  is  transmitted  through  the  brain.  The 
movement  of  this  wave  causes  a momentary  grada- 
tion of  pressure  changes  along  its  pathway,  from 
a positive  pressure  at  the  point  of  impact  to  a nega- 
tive one  at  the  opposite  pole.  This  negative  pressure, 
being  lower  than  the  intravascular  pressure,  may 
result  in  a rupture  of  vessels  on  the  side  of  the  brain 
opposite  the  blow.  This  is  the  physiology  of  the  so- 
called  contre-coup  injury.  The  bony  pockets  of  the 
skull,  into  which  the  frontal  and  temporal  poles  are 
so  closely  fitted,  make  these  areas  of  the  brain  much 
more  susceptible  to  contusion  in  this  type  of  injury. 

The  chief  symptom  resulting  from  this  inertia 
of  the  brain  is  an  instantaneous  interruption  of 
consciousness.  This  is  due  to  a mechanical  derange- 
ment of  the  molecules  within  the  nerve  cells,  brought 
about  by  their  acceleration.  This  may  be  so  severe 
in  some  cells  as  to  completely  destroy  them.  The 
duration  of  loss  of  consciousness  is  the  best  index 
of  the  severity  and  extent  of  the  cerebral  damage. 
It  may  be  momentary,  or  last  for  hours  or  days. 
The  other  symptoms,  dizziness,  nausea  and  head- 
ache, are  the  result  of  vasomotor  changes  in  the 
brain.  Increased  intracranial  pressure  is  not  a part 
of  the  initial  pathology.  It  may  or  may  not  develop 
later.  When  it  does  it  is  due  either  to  edema  of  the 


traumatized  brain,  or  an  extravasation  of  blood  into 
the  extra-cerebral  spaces,  the  brain  substance  itself, 
or  both. 


1.  The  mechanism  of  cerebral  concussion  and  contusion. 
Arrows  indicate  point  of  application  and  direction  of  force. 
Location  of  contusion:  black:  petechial  hemorrliaces : stippled. 

A.  Frontal  injury  giving  fron to- temporal  injury. 

B.  Occipital  injury  with  fronto  temporal  contusion. 

C.  Temporal  lobe  contusion  from  contralateral  injury. 

D.  Fronto-temporal  injury  from  blow  to  opposite  temporo- 
occipital  region. 

E.  Diffuse  mesial  teniporo-occipital  contusion  due  to  blow 
on  vertex. 

It  goes  without  saying  that  in  the  treatment 
of  this  type  of  head  injury  no  standardized  set  of 
rules  can  be  followed.  Every  case  is  an  individual 
problem  and  its  treatment  will  depend  upon  the 
extent  and  severity  of  the  injury.  The  length  of 
time  the  patient  is  unconscious  may  be  used  as  a 
basis  for  a simple  classification  of  these  patients. 
They  may  be  divided  into  two  groups  after  exclud- 
ing the  small  number  who  die  immediately  or  within 
a few  minutes  of  the  accident: 

Group  I includes  those  patients  who  are  dazed 
or  who  are  recovering  consciousness  shortly  after 
the  accident. 

Group  II  comprises  patients  who  remain  un- 
conscious for  approximately  an  hour  or  longer 
from  the  time  of  the  accident. 
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In  Group  I,  which  fortunately  represents  about 
85%  of  all  head  injuries,  the  old  adage  of  "master- 
ful non-interference”  is  the  best  treatment.  By  this 
we  do  not  mean  the  patient  should  be  neglected. 
On  the  contrary,  he  should  be  observed  closely  and 
frequently  for  the  first  twelve  hours  for  any  change 
in  temperature,  pulse,  respirations,  blood  pressure 
and,  particularly,  the  state  of  consciousness  and 
ability  to  move  the  extremities.  Any  alteration  in 
these  functions  may  be  a warning  signal  of  rapidly 
increasing  intracranial  pressure  due  to  hemorrhage. 
If  the  accident  occurs  at  night,  some  one  should  be 
given  the  responsibility-  of  awakening  the  patient 
every  two  hours.  In  the  uncomplicated  case  the  only 
treatment  this  group  requires  is  absolute  bed  rest, 
with  the  head  kept  flat,  for  a minimum  of  ten  days 
to  two  weeks.  Aspirin  for  headache  and  a mild 
cathartic  are  the  only  medications  necessary.  The 
two  weeks  in  bed  for  any  patient  who  has  been 
rendered  unconscious  should  be  insisted  upon.  Al- 
though it  may  seem  an  economic  waste  to  the  patient 
at  the  time  it  is  the  only  sure  prophylaxis  against 
the  development  of  the  disagreeable  "post-concus- 
sion” symptoms  of  headache  and  vertigo  which  so 
frequently  follow  these  injuries. 

It  has  been  around  the  treatment  of  Group  II, 
i.e.  the  patients  who  are  unconscious  longer  than 
an  hour,  that  all  the  controversy  and  divergence  of 
opinions  has  arisen  as  to  the  correct  methods  of 
therapy.  Dandy  said,  "Present  day  treatment  of 
these  patients,  taken  compositely,  is  a curious  ad- 
mixture of  tradition,  of  scientific  fact  and  of  fal- 
lacies which  pass  under  the  cloak  of  science.”  This 
group  represents  about  one-tenth  of  cases.  In  civil 
practice  the  injury  is  produced  usually  by  the  oc- 
ciput’s striking  the  ground.  The  patient  is  deeply 
unconscious.  If  the  skull  is  fractured  it  is  often 
through  the  base,  with  hemorrhage  from  the  ear. 
The  spinal  fluid  is  bloody.  A few  of  these  cases  will 
die  within  twenty-four  hours  from  extensive  br~ain 
damage  and  intracerebral  hemorrhage  — a hopeless 
sub-group.  The  remainder  are  hopeful  but  obviously 
seriously  ill. 

It  is  for  the  relief  of  increased  intracranial  pres- 
sure that  the  various  more  radical  forms  of  therapy 
have  been  advocated.  Dandy  says,  "Operate  on  10% 
of  them” — subtemporal  decompression.  Munro  and 
his  followers  advise  radical  drainage  of  cerebrospinal 
fluid  by  frequent  lumbar  punctures.  Fay  leads 
another  group  who  dehydrate  the  brain  (and  the 
patient)  by  limiting  fluid  intake,  administering 
large  doses  of  hypertonic  solutions,  glucose  and 
magnesium  sulfate,  and  doing  lumbar  punctures. 
All  of  these  methods  may  have  their  merits  in  se- 


lected cases  but  not  as  a routine  treatment.  It  has 
been  definitely  shown  in  many  large  series  of  cases 
chat  most  of  these  patients  actually  have  no  in- 
creased intracranial  pressure.  Only  about  5 % will 
show  really  high  pressures,  the  rest  will  be  normal, 
or  subnormal!  It  is  only  reasonable  to  conclude  that 
these  forms  of  treatment  not  only  are  unnecessary 
but  may  even  do  harm  by  interfering  with  the  phy- 
siology of  the  injured  cells,  which  are  trying  to 
stabilize  themselves. 

The  following  plan  of  treatment  has  been  adopt- 
ed by  the  majority  of  neurosurgical  clinics  in  the 
country.  The  changes  in  temperature,  pulse, 
blood  pressure,  etc.,  are  closely  followed  as  in  Group 
I.  A fast  pulse  and  low  blood  pressure  are  grave 
prognostic  signs.  The  case  is  almost  hopeless  if  the 
temperature  rises  and  respirations  become  irregular. 
Steadying  pulse  and  blood  pressure,  smooth  respira- 
tions and  lessening  of  unconsciousness  are  encourag- 
ing. A free  airway  to  permit  unobstructed  breath- 
ing is  very  essential.  In  other  words,  diligent  nursing 
care  is  the  essence  of  treatment  in  this  group. 

Fluids  are  administered  in  quantities  sufficient 
for  normal  function  of  body  organs  at  a basal 
rate,  i.e.,  about  15  00  cc.  in  the  first  twenty-four 
hours,  5 per  cent  glucose  being  given  by  venoclysis. 
If  the  patient  is  still  unconscious  after  the  second 
day,  a nasal  tube  is  inserted  and  high  caloric  liquid 
foods  and  fluids,  2400  cc.  in  twenty-four  hours,  are 
given.  Vitamins  and  medication  can  be  given 
through  the  tube.  If  the  patient  is  restless  and  the 
cause  is  not  due  to  a full  bladder  or  a wet  bed,  it 
may  be  controlled  by  barbiturate  drugs  or  paralde- 
hyde given  via  the  tube.  Morphine  or  other  nar- 
cotics should  never  be  given  to  a patient  with  a 
head  injury!  This  is  one  of  the  most  emphatic  "nev- 
ers”  in  medicine.  No  lumbar  punctures  are  done  and 
no  hypertonic  solutions  are  given. 

After  three  or  four  days,  the  patient  may  be 
still  unconscious,  semi-conscious  and  restless,  or 
conscious  and  complaining  of  severe  headache,  and 
examination  may  show  a stiff  neck,  a slow  pulse 
and  a slightly  elevated  temperature.  These  are  the 
signs  of  blood  in  the  cerebro-spinal  fluid,  and  lum- 
bar puncture  is  indicated.  Marked  relief  is  often 
given  and  the  patient’s  condition  is  usually  improved 
by  removing  10  or  15  cc.  of  this  bloody  fluid.  The 
procedure  may  be  repeated  daily  until  the  fluid  is 
clear. 

The  lumbar  puncture  may  show  a marked  ele- 
vation of  spinal  fluid  pressure  with  very  little  or  no 
blood  in  the  fluid.  The  neurological  examination 


33 


Hawaii  Medical  Journal 


September-October,  1942 


may  reveal  progressive  weakness  of  one  side  and 
possibly  blurring  of  the  optic  nerve  heads.  This  is 
indicative  of  either  an  acute  edema  of  the  brain, 
or  a collection  of  blood  in  the  subdural  or  extra- 
dural space.  The  patient  is  then  taken  to  surgery  and 
trephine  holes  made  in  the  skull  over  the  areas  of  the 
suspected  hemorrhage,  determined  by  the  abnormal 
neurological  signs  that  have  developed,  or  by  the 
site  of  a linear  fracture  seen  in  the  x-ray.  If  a 
hematoma  is  found,  it  is  evacuated.  If  none  is  found, 
the  patient’s  condition  is  probably  due  to  edema. 
Then,  and  not  until  then,  should  the  use  of  hyper- 
tonic solutions  be  resorted  to.  Fifty  per  cent  glu- 
cose, in  100  cc.  doses  given  intravenously,  will 
shrink  an  edematous  brain  and  is  of  value  when  the 
existence  of  edema  has  been  verified  as  described 
above.  However,  if  it  is  given  before  the  trephine 
holes  are  made,  more  harm  than  good  may  be  done. 
If  the  brain  is  shrunk  by  the  glucose,  the  subdural 
space  is  widened  and  an  existing  subdural  hem- 
orrhage may  be  increased. 

In  general,  this  plan  of  treatment  is  a very  con- 
servative one,  but  in  the  light  of  our  present  knowl- 
edge it  is  felt  unwise  to  interfere  with  purposeful 
changes  in  physiology  and  pathology  after  trauma 
unless  the  indications  are  clear  and  definite. 


Fig.  2.  Clinical  classification  of  war  wounds  of  the  skull  and 
brain  (after  Cushing). 


Traumatic  Wounds 


The  second  type  of  injury  is  that  produced  when 
the  head  (which  is  stationary)  is  struck  by  a mov- 
ing object.  The  objects  may  be  large,  traveling  at 
relatively  low  velocity,  falling  objects  such  as  tim- 
ber, stones,  etc.,  or  they  may  be  small  missiles 
traveling  at  a high  rate  of  speed  as  bullets,  bomb 
fragments  and  shrapnel* 1.  The  latter  are  the  wounds 
most  frequently  encountered  in  war. 


The  pathologic  changes  in  the  skull  and  brain 
in  this  type  of  wound  are  altogether  different  from 
those  in  the  first  group.  In  these  wounds  the  force 
applied  to  the  head  is  concentrated  in  one  area.  The 
extent  of  the  injury,  of  course,  will  depend  upon 
the  size,  shape  and  composition  of  the  missile,  and 
particularly  the  rate  of  speed  it  is  traveling.  In 
general,  one  may  say  that  the  maximum  injury  to 
the  head  will  be  found  at  the  point  of  contact  of 
the  missile  rather  than  at  a remote  point  as  in  the 
previous  type  of  injury  described.  When  the  missile 
is  very  large  and  traveling  at  low  velocity,  the 
entire  head  may  be  set  into  motion,  so  that  in 
addition  to  the  local  crushing  injury  produced  by 
the  missile  there  is  added  the  "contre-coup  con- 
cussion” with  its  symptoms  of  unconsciousness,  etc. 
If,  however,  the  missile  is  small  and  traveling  at  a 
high  velocity,  the  head  may  be  struck  and  perforated, 
and  the  brain  penetrated,  without  the  individual’s 
even  knowing  he  has  been  hit.  An  acceleration  of 
the  brain  is  not  produced  by  such  an  injury;  there- 
fore, there  is  no  interruption  of  consciousness.  Be- 
tween these  two  extremes  all  combinations  of  in- 
jury may  be  seen. 

Most  of  the  wounds  produced  in  this  fashion 
are  compound  depressed  skull  fractures.  Their  treat- 
ment is  obviously  surgical.  The  general  principles 
in  the  surgical  treatment  of  these  wounds,  as  out- 
lined by  Dr.  Harvey  Cushing  in  the  first  World 
War  are  well  known.  A detailed  description  of  the 
technique  need  not  be  given  here;  however,  we  may 
list  the  most  important  of  these  principles  as  fol- 
lows: 


1)  Removal  of  all  foreign  material  from  the 
wound. 




l The  growing  tendency  even  among  military^men  to  use  the 
word  ‘shrapnel”  to  mean  any  sort  of  flyfng  metal  fragment/, 
resulting  from  the  detonation  of  a projectile  is  apparently  go 
ing  to  result  in  an  actual  broadening'  of  tthe  meaning  of  ,t 
word.  It  originally  referred,  of  course,  only  to  the  little 
balls,  a centimeter  or  %o  in  diameter,  which  were  packed 
projectiles  along  with  a moderate  charge  of  explosive  < 
dispersed  them  violently  on  impact  or  at  a predetermf" 
terval  after  the  shell  had  been  fired.  The  balls  wew 
after  the  man  (Shrapnel)  who  invented  them.  Snra£n 
abandoned  early  in  World  War  I because  it  w«as  quick! 
covered  to  be  vastly  inferior  to  “H.E.”  (high*explo§jv 
munition.  None  has  been  used  so  far  in  the  present  war.  When 
the  word  ‘‘shrapnel”  is  used,  almost  without  exception,  ‘‘bomb 
fragment”  or  “shell  splinter”  is  meant. — Ed. 
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2)  Careful  debridement  of  all  injured  tissue, 
cutting  the  ragged  edges  of  scalp  and  dura 
and  removing  with  suction  the  damaged 
brain. 

3)  Complete  hemostasis,  using  the  high  fre- 
quency electric  current. 

4)  Tight  closure  of  wounds,  without  drains. 
The  large  defects  in  the  dura  which  can- 
not be  closed  are  patched  with  periosteum 
or  fascia  lata. 

5)  Prevention  of  infection  by  thorough  cleans- 
ing of  wound  at  time  of  injury;  early 
operation,  within  C hours  if  possible;  gen- 
erous use  of  sulfonamide  drugs  on  the 
initial  dressing,  in  the  wound  at  time  of 
surgery  and  by  mouth  ten  days  postopera- 
tively. 

6)  Minimum  of  two  weeks  in  bed. 

7)  Anticonvulsant  drugs  to  be  taken  for  at 
least  a year  after  the  injury. 


Fiif.  3.  Procedure  for  complete  excision  of  the  contaminated 
tract  of  brain  by  electrosurgery  and  the  suction  apparatus 
(after  Horrax). 

CONCLUSION 

In  conclusion  we  may  predict  that  the  mortality 
of  head  injuries  as  a whole  will  be  definitely  lowered 
if  the  principles  of  treatment  as  herein  described  arc 
universally  accepted  and  adhered  to. 

388  Young  Hotel  Building 

Discussion 

Lif.ut.  H.  Hamlin,  MC-VCS),  U.  S.  N.  R.:  Dr.  Clo- 
ward has  shown  an  appreciation  of  the  compensa- 
tory capacity  of  cerebral  physiology  to  deal  with 
traumatic  insult.  The  primary  objective  in  non- 
operative care  of  head  injury  enacts  a fundamental 
motive  of  good  medical  practice — to  aid  the  natural 
processes  of  recovery.  It  is  toward  better  results 
in  the  more  serious  cases,  the  second  group  described 
by  Dr.  Cloward,  that  our  interest  is  directed.  I add 
a few  statements  based  on  clinical  experience  with 
the  methods  he  has  outlined. 

Increased  intracranial  pressure  and  cerebral 
circulatory  deficiency  are  pathological  effects  usual- 
ly associated  with  the  variable  combination  of  cotv 
cussion — contusion — laceration  of  the  brain.  The 
logical  purpose  of  treatment  is  to  improve  cerebral 
circulation  and  to  restore  normal  brain  volume. 
Elevated  intracranial  pressure  may  occur  over  a 
period  of  hours  or  days  following  the  trauma  and 
can  be  determined  with  certainty  only  by  mano- 
metric  measurement.  Naturally  there  is  no  point 


in  treating  increased  intracranial  tension  if  it  does 
net  exist. 

In  general,  however,  multiple  lumbar  punctures 
with  reduction  of  increased  pressure  and  removal 
of  subarachnoid  red  cells,  if  present,  as  often  as 
indicated,  and  limitation  of  fluid  intake  to  physiolo- 
gical need,  has  produced  the  best  result  I know  of 
in  patients  with  severe  degree  of  injury — namely, 
a mortality  rate  of  approximately  Yl'/t  among 
several  thousand  cases  (Boston  City  Hospital  Clinic) 
and  still  more  important,  a lower  percentage  of 
post-traumatic  symptomatology  in  follow-up  obser- 
vation. 

The  use  of  concentrated  carbohydrate  solu- 
tions and  radical  dehydration  is  not  physiologically 
sound  since  it  taxes  ar.  already  overburdened  vas- 
cular and  metabolic  state  in  a damaged  brain.  Ro- 
entgen study  can  usually  wait  until  the  patient’s 
condition  warrants  transportation  to  the  x-ray  table. 
Surgery  also  in  these  cases  is  practically  always 
elective,  and  like  repeated  spinal  drainage,  should 
be  predicated  only  on  definite  clinical  indications. 

It  is  important  to  reiterate  what  has  been  said 
about  acceleration  in  brain  concussion.  The  experi- 
mental proof  that  this  phenomenon  is  the  principal 
factor  responsible  for  massive  disturbance  of  neu- 
rone function  in  head  injury  elucidates  as  never  be- 
fore the  nature  of  its  etiology.  It  is  of  small  argu- 
mentative moment  that  the  concept  of  molecular 
derangement  of  neurones  remains  a rather  nebu- 
lous notion  that  has  little  correlation  with  our 
meager  knowledge  of  the  microscopic  pathology, 
because  an  adequate  explanation  of  the  mechanics 
of  a blow  on  the  head  has  led  belatedly  to  improved 
means  of  prevention.  Methods  to  guard  against 
rapidly  augmented  motion  of  the  skull  following 
a blow  on  the  head  are  receiving  greater  considera- 
tion in  the  construction  of  our  fighting  machines 
and  in  the  individual  equipment  of  our  fighting 
men.  The  same  applies  with  equal  importance  to  the 
field  of  civilian  defense,  in  fact,  to  all  human  activi- 
ty of  the  modern  industrial  era  where  the  speed 
and  power  of  a machine  supersedes  the  adaptation 
of  a conditioned  reflex. 

One  of  the  chief  contributions  of  the  present 
war  to  frightfulness  is  the  terrific  speed  and  force 
of  its  explosive  weapons.  The  aerial  bomb,  for  ex- 
ample, causes  cranio-cerebral  injuries  of  a new  and 
different  character.  In  World  War  I men  were  con- 
cussed by  relatively  large  and  slow  moving  frag- 
ments which  often  compounded  through  the  skull, 
carrying  disastrous  infection.  In  this  war  the  effects 
of  blast  are  causing  us  the  greatest  concern,  but 
paradoxically,  the  central  nervous  system  appears 
to  be  less  vulnerable  to  its  destructive  force  than 
other  organ  systems. 

Dr.  Palma  has  asked  me  to  discuss  the  neuro- 
logical aspect  of  blast  injury.  One  must  first  re- 
member that  individuals  exposed  to  blast  may  be 
thrown  against  objects  or  be  struck  by  falling  debris, 
thus  sustaining  the  usual  types  of  head  injury.  Re- 
liable history  is  often  unobtainable  and  such  injury 
may  be  obscured  by  blast  effects  on  lungs  or  vis- 
cera. Neurological  appraisal,  therefore,  must  he 
done  with  great  care  and  morphine  used  with  cau- 
tion. 

We  shall  consider  the  sailor  who  was  blown 
through  the  side  of  a wooden  ship  along  with  his 
cabin  and  bunk.  Unconscious  for  four  hours,  he 
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remembered  the  explosion  clearly  and  had  no  head- 
ache or  other  neurological  complaint  on  recovery 
but  sufficient  blast  effect,  in  addition  to  the  lesions 
demonstrated  by  x-ray,  to  cause  subcutaneous  em- 
physema of  the  upper  thorax  and  neck.  He  did  show 
nystagmus  and  a bilateral  Babinski  response  when 
examined  twenty-four  hours  after  the  incident  and 
these  signs  disappeared  in  ten  days,  but  the  usual 
sequelae  of  brain  acceleration  were  conspicuously 
absent  despite  the  long  period  of  unconsciousness. 

Another  man  was  close  enough  to  a 500  lb.  bomb 
explosion  to  receive  flash  burns  of  the  face  and 
neck.  His  trunk  up  to  the  scapulae  was  partially 
sheltered  by  structures  surrounding  his  battle  sta- 
tion and  his  back  was  toward  the  blast  which  he 
recalls  vividly,  including  the  Jap  plane  that  de- 
livered it.  In  contrast,  brain  concussion  from  a 
solid  blow  produces  amnesia  for  events  preceding 
the  impact,  which  is  an  important  index  of  severity. 
Unconscious  for  forty-eight  hours,  this  man  was 
treated  for  shock  and  given  sulfathiazole  during  sea 
rescue.  Numerous  tiny  bomb  splinters  are  present 
throughout  the  brain  and  their  external  perfora- 
tions can  be  matched.  There  was  a quadriplegia  in 
extension  on  admission  with  complete  sensory  spar- 
ing which  has  improved  to  a state  of  hypertonic 
paraplegia.  Subarachnoid  hemorrhage  was  present 
and  markedly  increased  intracranial  pressure  which 
has  gradually  subsided.  The  chest  and  abdomen 
were  protected  from  the  explosion.  His  recovery 
has  been  amazing.  Some  acceleration  of  the  brain 
had  undoubtedly  occurred,  but  that  the  nervous 
system  can  survive  such  an  enormous  blast  is 
miraculous  unless  we  admit  that  the  force  exerted 
by  its  complicated  pressure  system,  however  power- 
ful and  quixotic,  has  a different  and  a less  damaging 
effect  on  the  skull-encased  brain  beyond  a certain 
fatal  range  than  does  a solid  blow.  The  kinetic 
properties  of  the  latter  would  seem  to  be  negligible 
in  comparison  until  we  consider  the  extraordinary 
velocity  of  the  acceleration  wave  that  is  set  in 
motion  within  the  brain  substance  by  solid  impacU 
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In  this  respect  the  blast  wave  and  the  acceleration 
wave  are  similar.  Apparently  the  nervous  system 
possesses  a better  natural  armor  against  the  blast 
wave  than  either  the  chest  or  the  viscera. 

The  severe  intra-abdominal,  as  well  as  pul- 
monary trauma,  from  immersion  explosion  has  been 
impressed  upon  us  recently,  as  Dr.  Palma  has  told 
you,  and  here  again  the  effect  on  the  nervous  sys- 
tem is  in  even  less  comparable  degree  than  in  at- 
mospheric blast.  The  survivors  had  their  heads 
above  the  surface  when  the  underwater  detonation 
occured.  None  of  these  men  showed  definite  neu- 
rological signs  but  there  were  instances  of  pleo- 
cytosis in  the  cerebro-spinal  fluid,  and  in  every  case 
this  finding  was  associated  with  typical  pulmonary 
pathology.  Subarachnoid  hemorrhage  was  presum- 
ably a result  of  concussion  on  the  leptomeninges  of 
the  spinal  cord.  There  were  also  examples  of  dis- 
turbed cortical  function  in  some  of  these  patients 
which  we  are  at  a loss  to  explain  adequately.  It 
is  further  evidence  of  the  total  effect  of  blast  in- 
jury. 

There  is  one  other  subject  I should  like  to  call 
to  your  attention.  War  experience  with  sulfonamide 
therapy  has  enabled  considerable  alteration  in  the 
treatment  of  compound  cranio-cerebral  injuries.  In 
general,  patients  with  such  complications,  probably 
excepting  fractures  through  the  paranasal  sinuses, 
can  safely  wait  several  days  for  major  surgery  if 
sulfanilamide  is  used  locally  after  superficial  de- 
bridement, and  sulfadiazine  internally.  The  hazard 
of  delay  to  counteract  shock  is  less,  while  the 
time  allowance  is  greater  for  transportation  to  a 
locality  where  proper  operative  facilities  can  be 
provided. 

These  remarks  on  head  injuries  of  the  present 
war  are  meant  to  supplement  Dr.  Cloward’s  dis- 
course and  are  offered  because  of  the  timely  pos- 
sibilities they  may  suggest  for  preventive  measures 
as  well  as  for  clinical  management. 
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The  tempo  and  range  in  field  of  modern  war- 
fare requires  many  changes  in  treatment  of  ortho- 
pedic conditions  which  were  not  necessary  when 
sudden  evacuation  of  casualties  was  not  an  important 
factor. 

In  the  event  of  an  air  raid  we  must  be  able 
to  evacuate  our  hospitals  in  a few  minutes.  If  the 
patient  is  to  be  transferred  to  the  mainland  he  must 
not  be  in  cumbersome  apparatus  which  will  cause 
difficulty  in  care  and  transportation,  or  prevent 
quick  removal  from  the  ship,  should  the  occasion 
arise.  For  these  reasons  we  have  almost  entirely 
discarded  traction  as  a method  of  treatment  and 
substituted  open  operation  with  plating,  or  reduc- 
tion of  the  fracture  with  two  or  more  pins  incor- 
porated in  the  cast. 

Early  during  the  raid  of  December  7 our  ortho- 
pedic staff  contacted  the  x-ray  department  and  ar- 
ranged  for  rapid  development  and  drying  of  films. 
As  a result  of  their  excellent  cooperation,  these  were 
soon  punched,  marked  with  baggage  tags,  and  tied 
to  the  patients’  beds.  Charts,  and  all  information 
pertaining  to  a patient,  were  also  attached  to  the 
bed,  so  that  hurried  notes  could  be  made.  When 
the  patient  had  been  given  attention,  a large  "X” 
was  marked  on  his  bed  tag  in  red  pencil.  This  served 
to  avoid  much  confusion  and  unnecessary  ques- 
tioning of  the  patient. 

As  we  had  previously  agreed,  we  used  no  anti- 
septic solutions  other  than  soap  and  water  about 
and  in  the  wounds.  We  did  find  it  necessary  to  use 
a solvent  for  oil  in  some  cases,  since  many  of  the 
men  were  covered  with  thick  fuel  oil.  For  these 
cases  we  used  ether,  but  we  have  since  been  informed 
of  a simpler  method.  It  appears  that  ordinary  min- 
eral oil  will  cut  the  heavy  coating,  and,  after  its 
application,  soap  and  water  may  be  used.  Debride- 
ment was  performed  under  local  or  spinal  anesthesia, 
taking  care  to  leave  no  overhanging  edges  or  poc- 
kets. Following  this,  the  wounds  were  generously 
"salted”  with  sulfanilamide  and  a non-occlusive 
dressing  of  vaseline  gauze  was  applied.  We  closed 
very  few  of  our  wounds.  Those  that  were  sutured 
were  usually  of  the  incised  type  rather  than  the 
extensively  lacerated  variety  which  are  produced  by 
high-explosive  shell-fragments. 

These  shell-fragments  are  extremely  hot,  and  at 
the  first  dressing,  three  or  four  days  later,  will 
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be  found  to  have  produced  a grayish  slough  which 
may  be  easily  removed  to  reveal  a red  healthy- 
looking  base.  The  wound  may  then  be  "salted” 
again,  and  thereafter  be  dressed  as  infrequently  as 
possible. 

Extensive  lacerated  wounds  of  the  extremities 
and  compound  fractures  were  placed  in  plaster 
casts  as  soon  as  possible,  since  plaster  of  paris  has 
decided  advantages  over  any  other  treatment  in 
these  cases. 

Immobilization  in  plaster  produces  comfort  by 
elimination  of  reflex  muscle  spasm,  and  gives  an 
evenly  distributed  pressure  over  the  wound.  It  less- 
ens swelling  and  edema,  and  since  infection  spreads 
through  the  lymphatics,  it  should  tend  to  confine 
the  reaction  to  the  wound  itself.  For  this  reason 
we  favor  the  unpadded  cast,  as  advocated  by  Bohler, 
and  rather  than  cut  a window  for  dressings  we 
would  apply  a new  cast.  Cutting  a window  allows 
the  tissues  about  the  wound  to  herniate  through  the 
cast  resulting  in  edema  and  spread  of  infection.  If 
one  must  cut  a window,  let  him  use  padded  casts. 

Those  fractures  which  we  could  reduce  manually 
were  reduced  immediately  after  debridement,  and 
casted.  Those  which  were  more  complicated  were 
reduced  later,  using  pins  or  wire.  We  found  it 
necessary  in  many  instances,  against  our  better 
judgment,  to  use  a pin  at  one  end  of  a bone  and 
a wire  at  the  other.  The  wire  alone  will  bend  in  the 
cast  and  allow  the  fracture  to  slip  unless  it  can  be 
held  taut.  However,  we  were  unable  to  transfer 
our  Kirschner  bows  along  with  our  patients,  due 
to  a scanty  supply,  and  we  therefore  recommend 
that  a good  number  of  Steinman  pins  be  kept  on 
hand. 

It  is  my  opinion  that  some  of  these  compound 
fractures  could  safely  be  plated,  since  there  is 
probably  no  more  danger  of  the  screw-holes’  in- 
troducing infection  than  the  open  marrow  cavities 
exposed  in  the  wound.  I believe  the  new  Gilfillan 
plate  is  well  suited  to  this  type  of  treatment.  This 
plate  is  of  stainless  steel  and  has  slotted,  instead  of 
round,  holes,  which  will  allow  impacting  of  a frac- 
ture after  it  is  applied  and  before  the  screws  are 
tightened.  It  is  flanged  so  that  a minimum  amount 
of  metal  comes  in  contact  with  the  bone.  The 
screws  are  "self-tapping”,  and,  unlike  most  bone 
screws,  can  be  loosened  after  insertion  and  rc- 
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tightened  without  stripping  the  threads.  Two  plates 
are  applied  to  the  femur,  one  on  top  of  the  other, 
thus  giving  great  strength.  The  cast  can  then  con- 
sist of  an  abdominal  band  with  a lateral  splint  as 
far  as  the  knee.  This  would  be  of  great  advantage 
in  transportation. 

On  a recent  trip  to  the  mainland  I saw  these 
plates  used  on  the  tibia  in  simple  fractures.  The 
patient  may  bear  weight  on  the  leg,  with  the  aid 
of  crutches,  but  no  cast  is  used  for  fixation  other 
than  a moulded  splint  which  is  removed  as  soon 
as  the  wound  is  healed. 

The  hanging  cast  for  fractures  of  the  humerus 
has  recently  become  popular.  I believe  it  to  be  prac- 
tical for  our  purposes,  since  it  is  easily  applied  and 
allows  the  patient  to  be  up  and  about.  However, 
it  is  an  ambulatory  type  of  treatment,  and  if  the 
patient  is  recumbent  it  loses  its  value.  It  produces 
traction  by  its  own  weight,  and  control  of  the 
fragments  for  antero-posterior  position  is  accom- 
plished by  altering  the  length  of  the  sling.  Pads 
placed  either  at  the  elbow  or  in  the  axilla  are  used 
to  correct  medial  or  lateral  bowing. 

If  a shoulder  spica  is  used  it  should  not  be  too 
widely  abducted,  and  the  arm  should  be  carried 
somewhat  anteriorly  to  allow  the  man  to  get  about 
and  through  narrow  passageways.  Fractures  of  the 
forearm  are  more  easily  handled,  from  the  trans- 
portation standpoint,  but  end  results  are  often  not 
as  good.  I have  recently  acquired  an  inexpensive 
traction  device  which  I believe  will  enable  us  to 
perform  better  reductions.  It  consists  of  a metal 
modification  of  the  old  wicker  finger  traps,  con- 
nected by  pulleys  to  a metal  bar.  With  the  elbow 
flexed  and  stabilized,  and  the  fracture  point  anes- 
thetised,  1 1 lbs.  of  pull  is  exerted  for  a period  of 
1 5 minutes.  Most  fractures  of  the  lower  forearm 
will  reduce  themselves  in  this  manner. 

For  fractures  of  the  femur,  we  believe  the  single 
leg  spica  to  be  most  useful,  since  a double  spica 
causes  considerable  difficulty  in  transportation.  If 
the  fracture  be  in  the  middle  or  upper  third,  it  is 
well  to  run  the  spica  to  the  nipple  line  to  insure 
immobilization. 

An  indelible  pencil  should  be  used  to  draw  on 
the  wet  casts  pictures  of  fragments  and  wounds,  and 
to  give  pertinent  information.  In  some  cases,  we 
attempted  to  inform  the  receiving  hospital  on  the 
mainland  of  what  we  had  aimed  to  do  in  the  treat- 
ment of  the  case.  As  an  example,  I have  in  mind 
the  interesting  case  of  a young  officer  who  sus- 
tained a severe  wound  and  a badly  compounded 
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fracture  of  the  left  thigh  and  femur.  A large 
section  of  the  left  femur  was  missing  upon  arrival 
at  the  hospital,  probably  carried  away  by  the  flying 
fragments  which  injured  him.  The  soft  tissue  wounds 
of  the  thigh  were  treated  by  the  surgical  service. 
The  patient  was  then  seen  by  us  on  orthopedic 
consultation.  We  felt  that  in  this  type  of  case,  where 
a large  section  of  the  bone  was  missing,  there  might 
be  enough  of  the  periosteum  left  for  bone  regenera- 
tion. Accordingly  a Steinman  pin  was  inserted  in 
the  upper  end  of  the  tibia,  the  leg  was  "pulled 
down  to  length’’,  and  a one  leg  plaster  spica  applied 
for  transportation  back  to  the  mainland.  This  in- 
formation was  transcribed  on  the  cast. 

I feel  that  we  have  gained  invaluable  experience 
from  our  treatment  of  war  wounds.  Winnett  Orr, 
whom  we  must  thank  for  our  method  of  casting 
compound  fractures,  still  maintains  that  the  prin- 
ciple of  physiological  rest  in  plaster  is  responsible 
for  the  good  results  obtained,  rather  than  the  use 
of  sulfanilamide  in  wounds.  In  view  of  the  fact 
that  the  wounds  we  received  were  fresh  and  were 
not  usually  sustained  in  a grossly  contaminated 
area,  and  since  shell  fragments  are  usually  so  hot 
that  they  have  a cauterizing  effect,  I do  not  be- 
lieve we  can  definitely  say  from  our  experience 
that  at  last  we  have  reached  a chemical  cure. 

I shall  continue  to  use  sulfanilamide,  since  I feel 
sure  that  it  is  of  great  value,  but  I shall  not  forget  the 
principles  of  surgical  drainage  and  physiological  rest. 
Since  the  battle  of  Midway  I am  more  convinced 
than  ever  that  these  cases  must  be  thoroughly  de- 
brided.  You  cannot  count  on  the  sulfa  drugs  alone. 

Discussion 

Lt.  Col.  Robert  C.  Robertson:  It  was  my  good 

fortune  to  serve  for  a short  time  on  the  ortho- 
pedic service  of  a mainland  hospital  to  which  our 
Army  casualties  of  December  7 were  evacuated  from 
this  department.  Practically  all  of  these  cases  had 
been  initially  treated  in  accordance  with  principles 
set  forth  by  Dr.  Macpherson.  Our  entire  staff  was 
highly  pleased  with  the  general  and  local  condition 
of  these  men  upon  arrival.  This  condition  we  at- 
tributed to  the  skillful  care  received  prior  to  and 
during  evacuation. 

Our  observations  on  the  orthopedic  group  were 
as  follows.  Wounds  in  many  cases  were  open.  Many 
of  these  were  definitely  infected.  This  infection  was 
of  low  grade  type  without  systemic  symptoms,  and, 
with  very  few  exceptions,  was  controlled  by  the 
use  of  Bipp  dressings,  or  sulfanilamide  powder  cov- 
ered with  vaseline  gauze.  Split  skin  or  pinch  grafts 
were  successfully  used  to  hasten  healing  as  soon  as 
practical,  the  local  criterion  being  clinical  appear- 
ance of  the  granulating  surface  rather  than  bac- 
teriologic  methods. 
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Major  amputation  wounds  were  open  on  ar- 
rival. Soft  tissue  flaps  for  the  most  part  were  ade- 
quate. Fixed  skin  stump  traction  attached  to  wire 
loops  incorporated  into  supporting  casts  were  used 
during  transportation.  This  was  of  great  value  in 
preserving  flap  length  and  greatly  facilitated  plastic 
closure  of  the  stump  wound.  The  advantage  of  this 
procedure  for  evacuation  might  be  further  increased 
by  the  use  of  an  interposed  elastic  device  to  com- 
pensate for  the  loosening  of  the  traction  which  oc- 
curred in  several  instances.  Plastic  closures  were 
performed  early  by  excising  en  masse  all  granu- 
lation tissue,  shortening  the  bone  at  a slightly  high- 
er level,  shaping  and  loosely  suturing  the  flaps. 
Stump  traction  was  employed  post-operatively. 
Drains  were  removed  early.  In  only  one  case  did 
low  grade  infection  follow  this  procedure.  In  this 
case  secondary  hemorrhage  was  also  troublesome. 
Nearly  all  of  the  amputees  now  have  their  pros- 
theses  and  have  either  been  given  C.D.D.’s  or  re- 
turned to  duty.  These  amputees  with  wounds  open, 
and  adequate  soft  tissue  flaps,  were  among  our 
most  gratifying  cases. 

Fractures  were  x-rayed  on  arrival,  and  if  ap- 
position and  alignment  were  satisfactory,  the  sup- 
porting cast  was  not  initially  changed.  No  case  of 
true  infectious  ostomyelitis  was  encountered  in  these 
cases,  although  in  several  extensively  comminuted 
fractures,  spicules  and  fragment  of  bone  were  sub- 
sequently picked  from  the  wound.  Wire  encirclage 
was  encountered  in  three  extensively  comminuted 
fractures.  Cases  with  extensive  loss  of  bone  sub- 
stance have  not  yet  been  grafted,  although  this  is 
contemplated  at  an  early  date. 

Nerve  and  tendon  injuries  were  well  supported 
with  parts  in  position  of  election  prior  to  evacua- 
tion. Plastics  and  nerve  repairs  are  now  being  done 
on  some  of  these  cases. 


A recent  personal  communication  from  the  pre- 
sent chief  of  the  orthopedic  section  permits  the 
above  statements  relating  to  present  status  of  these 
cases.  His  letter  reads  in  part,  “The  general  results 
were  good.  I am  sure  everyone  will  have  to  agree 
that  these  good  results  can  be  attributed  primarily 
to  two  things,  namely;  the  prompt  and  skillful 
treatment  received  there,  and  the  use  of  the  sul- 
fonamides. All  of  the  cases  . . . were  given  thirty 
day  furloughs  and  many  have  already  returned  to 
duty.” 

Experience  within  the  American  Army  to  date, 
as  well  as  reports  from  our  allies,  indicates  that 
orthopedic  treatment  of  war  wounds  should  observe 
the  following  principles: 

1.  Mechanical  cleansing  of  the  wound  at  the 
earliest  possible  moment. 

2.  Loose,  wide-open  packing  of  the  wound  with 
infrequent  dressings. 

3.  External  continuous  fixation  of  fractures 
by  a method  which  will  permit  early  mo- 
bility of  the  patient,  and  simplify  evacua- 
tion. 

4.  Adequate  soft  tissue  flaps  in  amputation 
stumps. 

5.  Skin  grafting  at  an  early  date. 

6.  Delayed  nerve  and  tendon  repair  in  exten- 
sive wounds. 

7.  Sulfonamide  therapy. 

The  detailed  methods  whereby  these  principles 
may  be  best  applied  within  the  theater  of  operations 
will  largely  be  governed  by  time,  distance,  and 
personnel.  Despite  the  advantages  claimed  for  any 
one  method,  our  corner-stones  must  continue  to 
remain  prompt  treatment  and  skillful  treatment 
adapted  to  the  needs  of  the  individual  case. 
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The  treatment  of  the  occasional  burn  case  offers 
no  real  problem.  All  of  you  here  are  familiar  with 
the  several  different  methods  of  burn  treatment. 
All  of  these  methods  have  their  merits  and  the  in- 
telligent use  of  any  of  them  will  produce  good 
results.  Certain  situations  may  best  be  met  by  con- 
stant wet  dressings.  The  compression  dressing,  with 
or  without  local  medication,  has  the  advantage  of 
physiological  rest  and  will  be  found  useful  in  some 
cases.  Immersion  treatment  is  still  valuable,  es- 
pecially in  children.  Then  we  come  to  the  various 
crust  formers,  such  as  tannic  acid,  with  or  without 
silver  nitrate;  the  triple  dye,  composed  of  methyl- 
rosaniline,  brilliant  green,  and  acriflavine,  having 
specific  selective  antiseptic  actions  against  the  com- 
mon bacteria  encountered;  and  finally  the  sul- 
fadiazine in  triethanolamine.  Any  one,  or  a com- 
bination of  these  methods,  may  be  selected  for  the 
occasional  case  with  good  results. 

A sudden  influx  of  a large  number  of  burn 
casualties,  such  as  we  experienced  on  December  7, 
offers  an  entirely  different  problem.  In  such  a 
situation  we  must  have  some  standardized  plan  of 
treatment  readily  applicable  to  a large  number  of 
casualties,  which  (1)  may  be  quickly  applied,  (2)  is 
known  to  be  a satisfactory  means  of  treatment,  and 
( 3 ) can  be  administered  under  the  direction  of  the 
doctor,  often  by  less  skilled  persons. 

At  the  Naval  Hospital  at  Pearl  Harbor  on  De- 
cember 7 we  treated  several  hundred  burns.  Many 
different  methods  of  treatment  were  used.  We  had 
an  excellent  chance  to  observe  the  results  of  these 
different  methods  of  treatment  and  their  applic- 
ability to  mass  treatment.  Following  this  experience 
a burn  committee,  of  which  I was  a member,  was 
appointed  to  evaluate  our  results,  to  adopt  a stan- 
dardized procedure  adaptable  to  large  number  of 
casualties,  and  to  make  provisions  for  equipment 
supplies  and  instructions.  We  have  adapted  the  re- 
port of  this  committee  to  our  use  at  Mobile  Base 
Hospital  No.  2,  and  I would  like  to  present  this 
standardized  procedure  to  you  at  this  time. 

Extensive  Areas — Serious 
T rcat  patient  first. 

For  pain  and  anxiety,  give  morphine  grains 
V&  and  repeat  as  necessary.  Keep  accurate  record 
of  all  medications.  An  important  feature  of  many 
of  our  cases  was  the  extreme  anxiety.  We  believe 
this  is  as  important  an  indication  for  sedatives  as 
is  pain. 

Put  patient  to  bed  under  a heat  cradle.  Elevate 
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the  foot  of  the  bed.  Avoid  chilling.  These  are  .just 
routine  measures  to  combat  shock. 

Give  adequate  fluids  by  all  routes.  Except  in 
extreme  cases,  the  parenteral  fluids  should  not 
exceed  the  volume  of  plasma  given.  Caution  must 
be  observed  in  the  administration  of  saline  solution 
as  an  excess  may  promote  further  loss  of  fluid  into 
tissues. 

Give  plasma  in  adequate  amounts  to  control 
shock  and  hemoconcentration.  Hemoglobin  deter- 
minations are  more  practical  than  hematocrit  in  the 
evaluation  of  the  hemoconcentration  in  a large  series 
of  cases.  Ephedrir.e  or  cortical  adrenal  extract  are 
valuable  adjuncts  in  the  control  of  shock. 

Diet  should  contain  abundant  proteins,  espe- 
cially albumin  and  gelatin. 

Continually  watch  for  and  treat  shock. 

Later,  after  shock  is  controlled , treat  burned  areas. 
First  and  second  degree  burns: 

Expose  minimal  area  of  body  at  one  time. 

Cleanse  burned  areas,  using  soap  and  water. 
Liquid  petrolatum  for  oil  and  grease,  followed  with 
soap  and  water.  Detergents  such  as  sodium  laury! 
sulphonate  are  valuable  in  cleaning  these  surfaces. 
Thoroughly  debride  all  burned  areas,  removing  all 
loose  skin  and  vesicles.  Dry  gauze  is  quite  efficient 
in  removing  this  loosened  skin.  Narcosis  and  anes- 
thesia are  used  if  indicated.  Usually  morphine  in 
liberal  amounts  is  adequate. 

Freshly  prepared  10  per  cent  tannic  acid  solu- 
tion is  painted  or  sprayed  on  burned  areas.  This  is 
followed  by  freshly  prepared  10  per  cent  silver 
nitrate,  applied  with  cotton  swabs,  using  a fresh 
swab  each  time.  It  is  well  to  allow  a ten  to  fifteen 
minute  interval  between  tannic  acid  and  silver  ni- 
trate applications. 

No  dressings.  Warm  air  under  cradle.  Maximum 
temperature  85  F. 

For  hands,  feet,  face  and  genitals  use  1 per  cent 
sulfanilamide  in  vaseline.  Cover  hands  and  feet  with 
vaseline  gauze  dressings.  Do  not  change  unless  in- 
fection develops.  This  should  be  a bulky  firm  dress- 
ing to  provide  physiological  rest. 

Dust  sulfanilamide  powder  where  crust  cracks. 

As  crust  loosens,  cut  it  away,  being  careful  to 
cause  no  trauma. 

Oiled  paper  on  the  bed  will  protect  the  linen 
and  prevent  bed  clothing  sticking  to  the  burn. 

Watch  for  and  treat  any  infection  which  devel- 
ops. Cut  away  the  crust  and  apply  sulfanilamide 
powder. 

Record  all  medications  fully. 

Third  degree  burns: 

Debride  lesions  of  all  charred  dead  tissue. 

Apply  sulfanilamide  powder. 

Dress  and  treat  as  an  infected  wound. 

Tetanus  toxoid  or  antitoxin  should  be  given  to 
all  serious  cases  as  indicated. 

Small  Areas — Less  Than  20  Per  Ci  nt 

Shock  is  not  a factor.  You  may  proceed  with 
local  treatment  almost  immediately,  as  outlined  for 
severe  burns.  Tetanus  toxoid  or  antitoxin  should  he 
given  to  all  serious  cases,  as  indicated. 
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Laboratory  work  is  important  on  serious  cases; 
red  blood  count,  hemoglobin,  hematocrit  and  serum 
albumin  all  give  valuable  information  regarding 
hemoconcentration  and  the  degree  of  shock,  F rom 
a practical  point  of  view,  repeated  hemoglobin 
determinations  will  probably  give  sufficient  infor- 
mation as  to  the  progress  and  indications  for  treat- 
ment. Serum  chloride  will  be  a guide  to  the  indica- 
tion for  administration  of  sodium  chloride.  Daily 
urinalysis  and  twenty-four  hour  urinary  output  are 
important  to  detect  early  evidence  of  kidney 
damage  and  indication  for  parenteral  fluids.  The 
urinary  output  should  be  kept  over  1000  cc.  daily. 

First  Aid 

I cannot  leave  this  subject  without  saying  a few 
words  about  the  first  aid  treatment  for  burns.  First 
and  foremost  is  the  universal  axiom  of  first  aid,  "Do 
no  harm.”  Smearing  burns  with  • the  first  grease 
handy  does  harm  and  must  be  condemned.  Use  no 
grease  or  ointments  in  first  aid.  Tannic  acid  jelly, 
with  or  without  sulfanilamide,  is  satisfactory.  Wet 
dressings,  such  as  a towel  moistened  with  soda  bi- 
carbonate solution,  normal  saline,  or  even  water,  is 
satisfactory.  Adequate  morphine  should  be  given 
if  available.  If  facilities  for  the  administration  of 
plasma  are  available,  it  might  be  well  to  give  this 
medication  to  seriously  burned  cases  before  the 
patient  is  sent  to  the  hospital  for  the  ultimate  treat- 
ment of  his  burns. 

Conclusion 

We  are  not  maintaining  that  the  method  of 
treatment  here  outlined  is  the  only,  or  necessarily 
the  best,  type  of  burn  therapy.  We  are  convinced 
that,  based  on  our  experience  of  treating  several 
hundred  cases  on  December  7,  this  is  the  most  satis- 
factory system  of  handling  a large  group  of  burns. 
The  Bureau  of  Medicine  and  Surgery  of  the  Navy 
in  April  of  this  year  issued  a directive  recommend- 
ing this  form  of  treatment. 

Discussion 

Dr.  F.  J.  Halford:  Dr.  Spangler  has,  in  a very 
thorough  manner,  covered  the  principles  concerning 
the  treatment  of  burns.  I wish  to  make  a plea,  how- 
ever, that  each  doctor  acquaint  himself  with  the 
absolute  necessity  of  converting  a burn  case  from  a 
dirty  and  infected  wound  into  a clean  wound.  This 
one  factor  alone  is  agreed  upon  as  fundamental  in 
all  methods  of  treatment  of  burns,  and  it  is  perhaps 
the  most  frequently  overlooked,  despite  the  great 
volume  of  writing  on  the  subject. 

The  burned  patient  may  die  from  one  of  three 
causes:  secondary  shock,  which  usually  ensues 

within  twenty-four  to  forty-eight  hours;  if  the 
victim  survives  this  period,  he  then  may  go  out 
from  kidney  destruction  and  liver  damage;  and  if 
still  surviving,  he  may  die  of  secondary  infection. 

The  dread  of  secondary  infection  in  a burn 
wound  cannot  be  overemphasized.  I do  not  feel  that 
Dr.  Spangler’s  cases  were  adequately  described,  in 
that  “flash”  burns  produce  death  usually  in  such 
a short  time  as  to  give  no  opportunity  for  secondary 
infection  to  set  in. 

In  any  surgical  condition  where  there  is  so 


much  confusion  concerning  the  treatment,  one  rea- 
dily recognizes  that  certain  principles  should  be 
established,  and  the  end  results  critically  compared. 

We  are  all  agreed  that  burn  cases  must  be 
cleansed  and  debrided  no  matter  what  other  form  of 
local  treatment  is  given. 

We  are  all  agreed  that  plasma  must  be  given 
in  sufficient  quantities  to  enable  the  patient  to  with- 
stand the  onslaught  of  secondary  shock  and  plasma 
loss. 

I wish  to  present  at  this  time  a modified  form 
of  “Triethyl-diazine”  with  methyl-cellulose  as  its 
base,  developed  by  the  Lederle  Company.  This  not 
only  allows  for  rapid  drying  and  formation  of  an 
eschar,  it  also  supplies  a severely  burned  patient 
with  sufficient  sulfadiazine  by  direct  absorption  to 
take  care  of  the  first  twenty-four  to  forty-eight 
hours.  It  relieves  pain,  gives  a transparent  eschar 
and  is  easily  removed.  There  are  several  drawbacks, 
however.  It  must  be  sprayed  on  every  two  or  three 
hours  and  you  may  get  a toxic  absorption  of  sul- 
fadiazine, and  it  does  not  work  if  you  do  not  cleanse 
the  wound. 

It  should  be  remembered  that  sulfadiazine  may 
be  given  either  in  tablet  form  or  as  the  sodium  salt 
intravenously.  These  forms  of  the  drug  are  avail- 
able in  all  our  civilian  hospitals.  For  local  treat- 
ment, where  there  is  such  a shortage  of  valuable 
sulfadiazine  solution,  I advise  the  use  of  three  other 
methods: 

(1)  Sterile  vaseline  gauze,  applied  to  the 
CLEAN  WOUND  (which  you  have  converted  from  a 
dirty  wound)  and  bound  tightly  with  roller  dres- 
sings to  act  as  a pressure  bandage.  These  are  left 
alone  for  six  to  ten  days.  They  give  excellent  re- 
sults. 

(2)  Five  per  cent  tannic  acid  with  ten  per 
cent  AgNO  solution  swabbed  on  the  CLEAN  WOUND 
until  a satisfactory  eschar  has  formed.  Under  no 
circumstances  should  any  coagulant  be  used  on 
the  fingers  or  toes  because  of  the  gangrene  fre- 
quently produced  by  constriction  of  these  parts. 
Likewise  one  should  never  use  this  method  on  or 
about  the  face. 

(3)  Triple  dye,  consisting  of  two  per  cent 
gentian  violet,  one  per  cent  brilliant  green,  and  one- 
tenth  per  cent  acriflavine,  swabbed  on  the  CLEAN 
WOUND  until  a dried  and  pliable  eschar  has  formed. 

As  far  as  the  general  treatment  of  burns  is 
concerned,  you  must  give  a generous  supply  of 
oxygen  to  take  care  of  the  hypoxia  and  anoxia.  We 
civilians  are  handicapped  here,  since  we  do  not 
have  an  adequate  supply  of  oxygen. 

We  should  have  more  generous  use  of  plasma: 
not  1,000  or  2,000,  but  as  high  as  6,000  cc.,  over  a 
two  to  four-day  period,  because  we  are  not  going 
to  have  time  for  the  falling  drop  or  hematocrit  de- 
terminations. 

It  should  be  remembered  that  fresh  plasma  is 
superior  to  dried  or  frozen  plasma  in  that  it  has 
not  been  robbed  of  many  of  its  essential  elements. 

Dr.  Bronson:  I was  impressed  by  the  suggestion 

that  we  sterilize  our  burn  cases.  This  is  all  very 
well  until  you  have  a hundred  of  them  in  the  field. 
On  December  7 we  put  on  lots  of  tannic  acid  but  I 
did  not  like  the  tannic  acid  treatment.  We  used 
a considerable  amount  of  sulfa  drugs  in  mineral 
oil  which  at  least  was  soothing  to  the  patient  and 
I think  we  had  just  as  good  results  as  by  any  other 
treatment  I have  seen.  The  sulfa  drugs  in  oil  did 
not  crack  like  tannic  acid  and  did  not  give  a thick 
coat  and  it  seems  there  were  fewer  infections. 
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Blast  injury,  caused  by  the  detonation  of  high 
explosive,  is  of  increasing  importance  in  both  mili- 
tary and  civilian  medicine  because  of  the  develop- 
ment of  long-range  artillery  operations  (aerial  war- 
fare) of  World  War  II.  It  is  of  particular  importance 
to  civilian  communities,  vulnerable  as  they  are  to  the 
indiscriminate  bombing  of  large  concentrations  of 
people  in  confined  spaces.  Prompt  recognition  of 
this  condition  so  that  proper,  early  and  effective 
treatment  can  be  instituted  is  the  first  responsibility 
of  all  personnel  charged  with  the  care  of  war  cas- 
ualties. In  these  cases,  more  than  with  the  other 
types  of  war  casualties  under  discussion  this  after- 
noon, the  treatment  of  shock  is  the  paramount  duty 
of  the  medical  or  first  aid  attendant.  Oxygen  therapy 
in  particular  may  be  life  saving  in  blast  injury. 

Etiology 

Blast  injury  is  caused  by  the  positive  pressure 
wave  created  by  the  detonation  of  a high  explosive. 
It  is  a compression  injury  which  occurs  in  a frac- 
tion of  a second,  in  contradistinction  to  similar  com- 
pression injuries  observed  in  civilian  life  usually  oc- 
curring over  a much  longer  period  of  time.  The 
wide  varation  in  the  severity  of  symptoms,  course 
of  illness  and  possibly  the  complications  of  blast 
injury  can  be  explained  by  ( 1 ) proximity  to  the 
blast,  especially  if  in  a confined  space;  (2)  the  fact 
that  the  positive  pressure  component  of  the  longi- 
tudinal and  excessively  intense  sound  wave  produced 
may  be  as  short  as  .006  second  and  can,  therefore, 
strike  the  individual  at  any  one  of  many  phases  of 
a 3.3  second  respiratory  cycle  during  which  the 
unequal  enlargement  of  the  thoracic  box  entails  un- 
equal expansion  of  the  lungs,  and  (3)  the  youth,  size 
and  nutritional  state  of  the  individual. 

Experimental  evidence  is  offered  by  the  reports 
of  Hooker1  and  Zuckerman2  as  proof  that  the 
positive  component  of  the  pressure  wave  produced 
by  the  blast  acts  externally  on  the  thorax  to  cause 
the  injury  rather  than  ( 1 ) the  lowering  of  alveolar 
pressure  by  the  negative  (suction)  component  of 
the  wave,  acting  through  the  respiratory  passages, 
with  consequent  rupture  of  the  alveolar  capillaries,  or 
(2)  distention  of  the  lungs  with  air.  Zuckerman 
exposed  mice,  rats,  guinea  pigs,  rabbits*  cats,  mon- 
keys and  pigeons  to  charges  of  70  pounds  of  high 
explosives  and  to  explosion  of  hydrogen  and  oxygen 

* Medical  Service,  Naval  Hospital,  Pearl  Harbor. 


in  balloons  and  found  that  these  animals  were  never 
killed  at  distances  farther  than  18  feet,  and  that 
none  were  ever  hurt  at  distances  greater  than  5 0 feet 
from  the  explosion.  Almost  all  the  animals  within 
13  to  18  feet  were  killed.  At  these  distances  the 
positive  component  of  the  blast  wave  varied  between 
126  and  63  pounds  per  square  inch.  However, 
animals  whose  bodies  were  protected  with  a thick 
layer  of  rubber  suffered  little  or  no  damage.  In 
no  animal  was  there  any  external  sign  of  injury. 

The  excellent  monograph  of  O’Reilly  and 
Gloyne5,  describing  a series  of  17  cases  of  blast 
injuries  to  the  lung  in  which  the  "circumstances  of 
the  injury  comply  with  the  criteria  set  up  by  Zucker- 
man (1940)  in  his  experimental  work  as  nearly  as 
is  likely  to  be  in  human  cases,”  and  a series  of  20 
cases  described  elsewhere4  by  W.  M.  Enright  and 
myself,  wherein  we  believe  the  circumstances  like- 
wise comply  with  these  criteria,  comprise  the  material 
from  which  these  remarks  are  prepared. 

Pathology 

The  principal  lesions  produced  by  blast  are  found 
chiefly  in  the  lungs,  central  nervous  system  and  ab- 
domen. In  the  lungs,  they  consist  of  hemorrhage, 
either  multiple  diffuse  capillary  bleeding  into  the 
alveolar  spaces  or  massive  bleeding  at  the  root  of 
the  lungs  or  collected  in  the  costophrenic  sinuses 
with  associated  rupture  of  the  elastic  tissue  of  the 
alveolar  walls.  The  lesions  of  the  lung  frequently 
follow  the  lines  of  the  ribs. 

The  central  nervous  system  suffers  from  mul- 
tiple subarachnoid  hemorrhages  with  possibly  an  as- 
sociated molecular  concussion  from  the  velocity  fac- 
tor. This  subarachnoid  hemorrhage  is  produced, 
most  likely,  by  the  tremendous  pressure  developed 
in  the  venous  system  from  the  sudden  compression 
of  the  thoracic  cage. 

The  abdomen  manifests  mainly  a considerable  de- 
gree of  muscular  rigidity  resulting  either  from  intra- 
muscular or  intravisceral  hemorrhage  or,  more  likely, 
from  irritation  of  the  intercostal  nerves  caused  by 
hemorrhage  into  their  sheaths. 

Clinical  Features 

The  clinical  features  of  blast  injury  as  presented 
in  the  20  cases  observed  at  the  U.S.  Naval  Hospital 
at  Pearl  Harbor  after  the  attack  of  December  7, 
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1941*,  were  so  similar  to  those  described  by  British 
authors  that  we  felt  justified  in  our  diagnosis  even 
though  we  had  no  postmortem  proof.  In  different 
combinations  and  in  varying  degrees  of  severity 
they  manifested  shock,  respiratory  difficulty,  chest 
pain,  cough,  cyanosis  and  restlessness.  These  men 
had  been  in  the  vicinity  of  high  explosive  detona- 
tions, often  in  a confined  space;  they  presented  no 
external  evidence  of  injury;  and  they  were  admitted 
to  the  hospital  within  a few  hours  after  injury. 

The  observer  is  impressed  with  the  degree  of 
shock,  out  of  proportion  to  the  apparent  injury. 
Pallor,  cyanosis,  and  rapidity  and  poor  volume  of 
the  pulse  are  all  striking.  Dyspnea  is  a constant 
feature;  the  respiratory  rate  is  rapid,  the  excursions 
shallow,  and  inspiration  particularly  difficult.  Pain 
in  the  chest  further  complicates  the  respiratory  ef- 
fort, and  in  our  cases  it  was  more  often  lateral  than 
central.  Cough,  which  may  not  develop  immediately, 
is  spasmodic,  frequently  intractable  and  produc- 
tive of  a frothy,  blood-tinged  sputum.  Cyanosis,  of 
course,  varies  with  the  severity  of  the  injury.  Rest- 
lessness is  a constant  feature  and  may  be  extreme. 
This  symptom  should  not  be  interpreted  as  due  to 
psychic  trauma  but  rather  as  evidence  of  the  ir- 
ritative lesions  (hemorrhage  or  concussion  or  both) 
of  the  central  nervous  system. 

The  physical  findings  are  chiefly  in  the  chest 
and  vary  with  the  severity  of  the  condition.  Res- 
piratory excursions  are  reduced,  but  generally  equal 
on  both  sides;  diminished  air  intake  is  a striking 
feature.  The  percussion  note  may  be  resonant  in  the 
early  stages  with  localized  areas  of  dulness  later  if 
complications  occur.  Palpation  gives  no  additional 
information.  On  auscultation,  the  breath  sounds  are 
faint,  especially  at  the  bases,  and  coarse  or  sibilant 
rales  over  the  whole  of  the  lung  fields  are  common 
in  all  cas^g. 

Roentgenograms  reveal  characteristic  poorly 
demarcated  areas  of  increased  density  (mottling) 
scattered  throughout  both  lung  fields,  resembling 
somewhat  a patchy  pneumonic  consolidation. 

Uncomplicated  cases  recover  in  four  to  four- 
teen days  but  secondary  infections  are  not  uncom- 
mon, and  pneumonia  is  a frequent  complication. 
Four  of  our  series  developed  bronchopneumonia  with 
typical  signs  and  symptoms  added  to  the  symptoms 
just  described.  Response  of  these  bronchopneumon- 


*13 of  these  were  classified  as  mild  and  discharged  to  duty 
symptom  free  in  7 days;  3 as  moderate,  returning  to  duty 
in  14  days;  and  4 as  severe  and  evacuated  to  the  mainland 
after  two  months’  hospitalization. 


ias  to  sulfadiazine  therapy  was  dramatic  and  satis- 
factory. Dosage  should  be  sufficient  to  produce  and 
maintain  a blood  concentration  of  at  least  1 5 mgm. 
per  hundred  cubic  centimeters.  This  is  easily  ac- 
complished by  giving  the  calculated  daily  main- 
tenance dose  initially  and  following  up  with  the 
usual  4 hour  schedule. 

Treatment 

The  treatment  of  blast  injuries  is  predicated  on 
their  early  recognition  and  prompt  application  of 
strict  bed  rest.  Then  shock  should  be  treated  by  the 
usual  methods,  using  plasma  transfusions,  if  needed. 
Large  amounts  of  fluid  by  mouth  are  well  tolerated. 
Morphine,  grs.  b i or  bk,  hypodermically,  frequently 
is  the  drug  of  choice  to  control  restlessness  and  pain. 
Codeine,  gr.  %,  by  mouth,  may  be  needed  in  addition 
to  relieve  the  spasmodic  cough.  Oxygen  is  life- 
saving and  should  be  administered  continuously,  in 
the  early  stages  at  least,  by  tent  or  B.L.B.  mask.  The 
rate  of  flow  should  be  faster  than  usually  employed: 
8 to  12  liters  per  minute.  Since  these  patients  may 
continue  to  bleed  and  develop  secondary  infections 
easily,  they  should  be  moved  about  as  little  as  pos- 
sible and  bed  rest  should  be  prolonged  and  sulfa  drug 
therapy  employed. 

Three  interesting  cases  of  blast  injury  — one 
mild,  one  moderate  and  one  severe — are  here  reported: 

Case  Reports 

Case  1.  This  man  was  reading  in  his  bunk, 
partially  prone,  with  the  left  side  on  the  mattress, 
the  right  shoulder  elevated  and  the  right  leg  resting 
against  the  bulkhead,  when  he  was  exposed  to 
severe  blast  causing  the  vivid  impression  of  being 
bounced  about  between  the  bulkheads.  Then  black- 
out for  four  hours,  until  he  regained  consciousness. 
Twenty-four  hours  later  he  complained  of  severe 
pain  in  the  right  hip  which  was  increased  on  motion 
of  the  lower  right  extremity.  There  was  associated 
shortness  of  breath  and  some  slight  difficulty  in 
breathing.  There  was  no  cough  or  hemoptysis  as 
far  as  he  could  remember.  Inspection  revealed  full- 
ness of  the  neck  extending  down  over  the  clavicles 
anteriorly  and  extending  at  that  level  around  to  the 
back.  The  characteristic  crepitation  of  subcutaneous 
air  was  noted  on  palpation  over  this  area.  The  man 
was  comfortable  and  breathing  easily,  and  there 
was  no  cough  or  cyanosis.  On  percussion  there  was 
slight  dulness  over  the  right  base  with  a few  coarse 
rales  heard  on  auscultation.  There  were  no  breath 
or  voice  changes  but  diminished  air  intake  was 
noted  laterally. 

The  neurological  examination  was  negative  ex- 
cept for  a fine  nystagmus  to  the  left  and  definite 
reflex  changes.  Tendon  reflexes  were  active  in  the 
upper  extremities  and  diminished  in  the  lower,  with 
bilateral  Babinski  signs,  more  striking  on  the  right 
side.  These  signs  were  interpreted  as  evidence  of 
pyramidal  tract  damage  from  blast,  subcortical  in 
location. 
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Fiu'.  1.  Typical  blast  injury  effect,  involving  chiefly  the  lower 
•2/3  of  the  right  lung  (case  1). 

Roentgenograms  of  the  pelvis  showed  injury  to 
the  acetabulum  of  the  posterior  and  inferior  hip, 
apparently  the  result  of  the  direct  impact  of  the 
vibrating  bulkhead.  The  chest  showed  evidence  of 
typical  blast  injury,  involving  especially  the  lower 
two-thirds  of  the  right  lung  with  moderate  involve- 
ment of  the  left  lung  and  emphysematous  'areas 
extending  well  up  into  the  neck  muscles  (fig.  1). 
These  findings  are  easily  explained  if  one  remem- 
bers the  position  of  the  patient  when  exposed  to 
blast. 

No  treatment  other  than  bed  rest  was  needed. 
One  week  later  the  patient  was  asymptomatic.  Re- 
covery is  to  be  expected  with  possibly  some  re- 
duction in  vital  capacity.  Ten  days  after  injury  the 
subcutaneous  air  was  almost  completely  absorbed 
and  a roentgenogram  of  the  chest  showed,  for  the 
first  time,  beginning  resolution. 

Case  2.  This  man  was  in  the  immediate  vicinity 
of  a high  explosive  blast  and  he  remembered  in- 
haling an  acrid-smelling  smoke  for  a moment  or 


Fitr  2.  Multiple  areas  of  increased  density  scattered  through- 
out both  lung  fields  (case  2). 
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two  afterward.  During  the  next  twelve  hours  there 
were  no  symptoms  except  slight  nausea.  Then  he 
noted  some  pain  in  the  chest  and  shortness  of 
breath  on  slight  exertion  which  increased  in  se- 
verity over  an  eight  hour  period. 

At  this  period,  twenty  hours  after  the  injury, 
he  was  admitted  to  the  hospital  in  a state  of 
moderate  shock,  extremely  restless,  with  shallow, 
rapid  and  painful  respirations.  He  was  moderately 
cyanotic  and  there  was  some  cough.  The  tempera- 
ture was  100.6  F.,  pulse  rate  110,  and  respirations  38. 
Examination  of  the  chest  revealed  only  a few  scat- 
tered rales.  There  was  no  external  evidence  of  in- 
jury. Roentgenogram  of  the  lungs  showed  many 
areas  of  increased  density  scattered  throughout 
both  lung  fields.  These  varied  in  size  but  were  rel- 
atively small  and  poorly  demarcated.  There  was 
some  confluency  of  these  shadows,  particularly  in 
the  region  of  the  right  middle  lobe.  The  pulmonary 
findings  were  reported  to  be  compatible  with  the 
after-results  of  a blast  injury  (multiple  pulmonary 
hemorrhage)  (fig.  2). 

The  patient  was  immediately  placed  in  an  oxy- 
gen tent;  fluids  were  given  freely,  and  morphine 
sulfate,  gr.  %,  was  given  hypodermically  as  needed 
for  the  relief  of  pain  and  restlessness.  The  next  day 
he  was  worse:  temperature  was  normal,  the  pulse 
was  100  and  respirations  had  increased  to  50.  On 
the  second  and  third  days  there  was  little  change 
in  his  condition,  clinically  or  radiographically.  Im- 
provement began  on  the  fourth  day  and  continued 
rapidly.  He  raised  a quantity  of  muco-purulent 
frothy  sputum.  On  the  fifth  day  he  was  removed 
from  the  oxygen  tent,  although  the  respiratory  rate 
was  32  per  minute.  Clinically  he  was  much  improved. 
The  x-ray,  however,  showed  little  change,  (fig.  3). 

Case  3.  This  patient  developed  progressive 
respiratory  difficulty  after  exposure  to  blast  and 
smoke.  He  was  in  moderate  shock,  cyanosed,  cough- 
ing and  restless,  and  his  chest  excursion  was  very 
limited.  He  was  coughing  up  considerable  blood- 
tinged  sputum.  His  chest  was  hyper-resonant  and 
there  were  disseminated  rales,  crepitant  to  coarse. 
His  temperature  soon  rose  to  102  F.  and  oxygen 
was  necessary  to  control  respiratory  distress.  The 
roentgenogram  revealed  a light  ground-glass  ap- 


Fig.  3.  Same  cliost  as  fig.  2,  5 days  later,  showing  some 
clearing. 


44 


Blast  Injury 


Palma 


Fif;.  4.  Intense  bilateral  mottling  of  lung  fields  (case  3). 


pearance  throughout  both  lung  fields  which  was 
reported  as  a “bronchiolitis.” 

He  was  started  on  sulfadiazine.  Morphine  sul- 
fate, gr.  34 , was  given  frequently  hypodermically. 

12-14-41.  The  patient  was  in  acute  respiratory 
distress  with  shallow  rapid  respirations  not  well 
controlled  even  with  oxygen.  He  had  numerous, 
severe  coughing  spells  which  responded  fairly  well 
to  codeine.  He  was  raising  a large  amount  of  grayish 
frothy  sputum  which  on  occasions  was  bloody.  A 
blood  count  showed  4,150,000  r.b.c.  and  8,750  w.b.c 
of  which  76  per  cent  were  polymorphonuclear  neu- 
trophiles. 

12-28-41.  All  the.  aforementioned  signs  and 
symptoms  persisted.  At  this  time  the  white  blood 
count  was  12,400,  of  which  70  per  cent  were  neu- 
trophiles.  The  sulfadiazine  level  was  9.3  mgm.  Uri- 
nalysis was  negative,  sputum  was  negative  for  acid 
fast  bacilli. 

1-1-42.  The  patient  was  still  acutely  ill  with 
signs  and  symptoms  still  present.  The  sulfadiazine 
level  was  14.4  mgm.  X-ray  showed  intense  bilateral 
mottling  of  the  lung  fields  (fig.  4). 

1-4-42.  The  patient  was  breathing  much  more 
freely  and  his  temperature  had  become  normal.  Both 
objective  and  subjective  signs  of  acute  pneumonic 
pathology  had  diminished  in  spite  of  x-ray  evidence 
which  showed  no  diminution  of  the  lung  process 
(fig.  5).  Sulfadiazine  was  discontinued. 

1-10-42.  The  patient  continued  to  improve  and 
was  up  in  a wheel  chair  for  periods  of  one  hour. 

1-21-42.  Six  weeks  after  injury  a roentgeno- 
gram of  the  chest  showed  vei'y  little  change,  al- 
though the  patient  was  clinically  improving  daily. 

Immersion  Blast 

Blast  injury  occurring  in  the  water  has  been 
given  the  name  of  "immersion  blast”  by  Surgeon 
Commander  Rex  Williams,  R.N.  Several  cases  of 
this  type  of  injury  have  recently  been  under  ob- 


Fig. f>.  Same  chest  as  fig.  4,  5 days  later. 

servation  at  the  Pearl  Harbor  Naval  Hospital.  The 
pathology,  unlike  that  of  atmospheric  blast,  is  chiefly 
in  the  abdomen. 

As  was  stated  earlier,  blast  wave  is  an  excessively 
intense  longitudinal  sound  wave,  and,  in  water, 
sound  waves  travel  four  times  as  fast  as  in  the  air. 
It  seems  reasonable  to  assume,  therefore,  that  the 
critical  distance  from  the  origin  of  the  blast  is  four 
times  as  great  in  the  water  as  on  land.  It  is  not 
clear  at  this  time  whether  the  abdominal  injuries 
are  the  result  of  sudden  compression  of  the  abdomen 
or  of  the  transmission  of  pressure  through  the  pelvic 
floor  and  anus,  comparable  to  compressed-air  hose 
injuries  seen  in  civilian  practice.  It  is  probably  a 
combination  of  both  factors. 

A full  report  of  the  type  of  lesion  produced  in 
the  abdomen  will  be  made  at  a later  date  when  all 
the  material  at  hand  has  been  completely  studied, 
but  this  much  can  be  stated  now:  the  small  bowel 
is  apparently  more  vulnerable  to  "blast”  than  the 
large  intestine.  The  terminal  ileum  was  most  fre- 
quently involved,  then  the  cecum  posterior  wall 
of  the  ascending  colon.  Grossly  the  lesion  produced 
was  a transverse  submucosal  tear  in  one  or  several 
locations,  in  some  instances  extending  down  to  the 
subserosa.  The  intestine  also  exhibited  patches  of 
hemorrhage  covered  by  a fibrinous  exudate  and  the 
omentum.  Perforations,  when  they  occurred,  were 
punched-out  in  appearance  and  were  possibly  the 
result  of  (1)  immediate  rupture  from  compression, 
(2)  interference  with  the  blood  and  nerve  supply, 
or  (3)  the  increasing  pressure  and  distention  of 
ileus.  Rupture  of  the  liver  and  spleen  did  not  occur. 

The  presenting  signs  and  symptoms  were  those 
of  moderately  severe  shock.  This  was  treated  by  the 
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tccepted  methods:  plasma  and  other  fluids  intra- 
venously, morphine,  heat,  etc.,  with  decompression 
of  the  abdomen  by  Wangensteen  suction  or  Miller- 
Abbot  tube.  Sulfadiazine  intravenously,  in  those 
cases  where  its  use  was  indicated,  was  of  the  great- 
est value.  Of  the  cases  admitted  to  the  hospital  75 
per  cent  recovered.  The  only  surgical  procedure 
employed  was  drainage  of  a localized  abscess  in  one 
patient.  However,  in  cases  of  immersion  blast  seen 
early,  that  is,  within  the  first  24  hours,  the  surgeon 
would  be  justified  in  opening  the  abdomen  with 
the  expectation  of  finding  the  majority  of  the  lesions 
in  the  terminal  ileum,  cecum,  and  ascending  colon. 

Summary 

1.  Blast  injury  (concussion)  of  the  lungs  is 
of  increasing  importance,  especially  to  civilian  com- 
munities. 

2.  The  clinical  picture  presented  by  this  injury 
is  typical  and  should  be  recognized  early  so  that 
proper  therapy  can  be  instituted. 

3.  In  all  war  casualties,  regardless  of  the  type 
of  injury  produced,  if  there  has  been  exposure  to 
the  detonation  of  high  explosive,  the  integrity  of 
the  chest  should  be  ascertained  by  x-ray  examina- 
tion because  general  anesthesia  is  contra-indicated 
when  there  is  blast  injury  of  the  lungs. 

4.  Dr.  Hamlin,  who  will  discuss  the  neurolo- 
gical features  of  some  of  these  cases,  agrees  with  me 
that  blast  injury  should  be  regarded  as  a "total  in- 
jury” of  a "total  war.”  The  outstanding  signs  and 
symptoms  may  be  predominantly  either  in  the  chest 
or  abdomen  depending  on  the  circumstance  of  their 
production;  i.e.,  atmospheric  or  immersion  blast. 
The  vascular  system  is  the  most  vulnerable  of  the 
tissues  to  the  effects  of  blast.  Hemorrhage  from 
rupture  of  the  capillaries,  either  multiple  punctate  or 
massive,  is  the  lesion  common  to  all.  The  less  obvious 
but  equally  important  secondary  effects  of  the  injury 
in  the  autonomic  and  central  nervous  systems  add 
to  the  complexity  of  the  injury  and  compel  further 
and  long  continued  observation  of  the  patient. 
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Discussion 

Or.  R.  N.  Pcrlstfin : The  paper  just  presented 

is  a very  complete  and  careful  clinical  report  on 
a condition  which,  while  not  new,  has  received  more 
emphasis  and  elucidation  than  almost  any  other 
in  the  present  war.  The  author  is  to  be  congratu- 
lated on  a very  excellent  presentation  and  his  sum- 
mary of  the  literature  leaves  very  little  to  be  added. 

From  the  standpoint  of  the  civilian  physician 
who  may  be  called  upon  to  treat  such  cases,  it  is 
well  to  remember  that  many,  if  not  most,  such 
cases  will  not  show  external  lesions  of  any  kind 
and  that  a history  of  exposure  within  fifty  feet  of 
an  exploding  bomb  may  not  be  obtainable.  The  signs 
of  injury  to  look  for,  then,  are  very  important. 
The  patient  as  a rule  complains  of  tightness  in 
the  chest  and  difficulty  in  drawing  breath.  His 
breathing  may  be  rapid  and  shallow,  or  slow  and 
labored.  He  may  have  a rapid  pulse  and  low  blood 
pressure.  Both  of  these  symptoms  may  be  aggrava- 
ted by  the  slightest  exertion.  There  may  be  hemoty- 
sis  or  cyanosis  and  there  may  be  thin,  frothy  spu- 
tum. Since  not  all  of  these  patients  need  to  be 
x-rayed,  it  is  valuable  to  remember  that  a good 
lead  on  exposure  to  severe  blast  is  furnished  by 
examination  of  the  ears.  A recently  i;uptured  tym- 
panic membrane  usually  indicates  exposure  in  the 
near  vicinity  of  blasts  and  necessitates  a chest  x- 
ray  to  rule  out  blast  injury  to  the  lungs. 

In  the  most  recent  of  three  important  contri- 
butions to  this  subject  by  Zuckermann,  a number 
of  interesting  points  are  made  as  a result  of  care- 
fully controlled  animal  experimentation.  First,  that 
the  death  or  survival  of  the  patient  exposed  to 
blast  injury  is  more  closely  connected  with  the 
amount  of  pulmonary  damage  done  than  with  dam- 
age to  any  other  tissue.  Second,  that  the  exposed 
person  or  animal  suffers  severe  bruising  of  not 
only  the  lung  but  frequently  the  abdominal  organs 
too,  as  well  as  retrobulbar  hemorrhage  and  rupture 
of  the  ear  drums.  Third,  that  sudden  death  from 
blast  is  usually  associated  with  immediate  arrest 
of  circulation  and  does  not  depend  upon  ventricular 
fibrillation.  Fourth,  that  fall  in  blood  pressure  is 
caused  by  reduction  in  the  pulmonary  vascular  bed 
caused  by  the  trauma  of  the  blast  and  that  any 
procedure  that  increases  the  venous  return  to  the 
heart  is  liable  to  cause  further  drop  in  the  systemic 
blood  pressure.  This  is  true  of  compression  of  the 
abdomen,  exertion,  general  anesthesia  and  even 
blood  transfusion  so  that  the  latter  two  are  con- 
traindicated in  severe  blast  injury.  Elevation  of 
the  inspiratory  rate  is  explained  on  the  grounds  of 
hemorrhage  into  the  lung  and  patchy  atelectasis. 
Lastly,  it  is  interesting  to  note  that  animals  ex- 
posed in  the  near  vicinity  of  high  explosives  with 
the  trunk  and  thorax  encased  in  a steel  cylinder 
suffered  no  pulmonary  injury,  and  also,  in  the 
majority  of  instances  where  there  was  no  skull 
fracture  or  cervical  fracture,  suffered  no  intracra- 
nial injury. 

In  human  subjects,  therefore,  one  must  not  ex- 
pect concussive  phenomena  but  must  look  for  clinic- 
al signs  and  symptoms  already  mentioned  which 
lead  to  the  suspicion  of  pulmonary  and  abdominal 
organ  damage.  Treatment  has  been  well  outlined 
in  Dr.  Palma’s  paper  and  the  only  caution  it  is  at 
all  necessary  to  make  is  one  against  the  too  liberal 
use  of  morphine,  especially  where  large  areas  of 
lung  damage  are  thought  to  exist. 
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Dr.  Love:  What  difference  do  the  concentration 

of  the  sulfa  drugs  make?  I wonder  how  many  men 
in  actual  practice  or  under  war  conditions  are  fool- 
ing with  blood  concentrations? 

Dr.  Palma:  I can  answer  that  if  you  will  take 

your  hand  off  your  gun! 

It  is  an  accepted  fact  that  there  are  optimum 
concentrations  in  the  blood  for  the  different  sulfa 
drugs,  but  if  you  have  a condition  where  you  are 
not  getting  a response  and  the  patient  otherwise 
will  die,  you  had  better  give  him  a bigger  level. 
You  can  give  up  to  50  or  60  per  cent. 

Dr.  Love:  In  how  many  patients  do  you  change 

the  dosage? 

Dr.  Palma:  Theie  is  so  much  variation  in  an 

individual’s  absorption  you  cannot  follow  it  without 
the  laboratory.  The  dosage  is  many  times  changed 
for  a given  patient. 


Dr.  Hamre:  Do  you  consider  venesection  for 

these  blast  injuries,  where  you  have  right  heart 
failure  ? 

Dr.  Palma:  The  cases  we  had  were  not  of  suf- 

ficient severity  to  consider  venesection  as  a form 
of  treatment  but  it  certainly  would  be  indicated  in 
severe  cases  where  the  chest  is  fixed  in  a position 
of  partial  or  full  inspiration.  Here  venesection  is 
a valuable  means  of  therapy. 

Dr.  Stevens:  Among  the  cases  evacuated  to  the 

coast,  were  there  any  severe  sulfa  reactions?  I have 
run  into  one  or  two  in  the  last  two  months  that 
were  enough  to  scare  a person. 

Dr.  Robertson:  In  the  particular  group  of  cases 

I saw  on  the  mainland,  sulfa  therapy  had  not  been 
carried  out  during  evacuation.  I have  had  severe 
reaction  in  previous  cases,  and  feel  that  the  sulfa 
drugs  have  great  danger  and  must  be  used  with 
caution. 
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SANDOZ 

GYNERGEN* 

For  prompt  relief  of  migraine. 

SCILLAREN* 

Cardioactive  glycosides  from  squill,  recognized  as  a reliable  cardiotonic. 

CALGLUCON* 

For  palatable  and  convenient  oral  calcium  therapy. 
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THE  SAFE  PRESCRIPTION 


In  Vitamin  B Therapy 
or  Prophylaxis 


A carefully  Controlled  Concentrate  of 

THE  ENTIRE  VITAMIN  B COMPLEX 

obtained  from  Rice  Bran 

GALEN  "B”  . . . derived  from  Rice  Bran  . . . 
is  a purely  natural  product  which  contains 
the  entire  Vitamin  B Complex  in  essentially 
the  same  proportions  as  it  occurs  in  cereals. 
Thus  the  prescribing  physician  is  insured 
against  negative  response  resulting  from  the 
absence  of  any  of  the  factors. 

GALEN  B IS  ECONOMICAL 

. . . due  to  its  exceptionally  high  potency  in  the 
“other  factors” 

Each  ounce  (30cc)  contains  not  less  than: 

Vitamin  Bi . 1500  Int.  Units 

(4.5  mgm.  as  thiamine  hydrochloride) 

Riboflavin  (Vitamin  B?) — 300  gamma 

Vitamin  B«  (Pyridoxine) 4.5  milligrams 

Nicotinic  Acid 60  milligrams 

Pantothenic  Acid  12  milligrams 

Galen  “B”  has  a flltrate  factor  (Jukes-Lepkov- 
sky)  value  of  28  per  cc. 

You  may  obtain  samples  and  further  informa- 
tion about  these  two  products  by  simply 
writing  on  your  business  letterhead. 


ELIXIR  GALEN  "B”  FORTIFIED 
provides  full  assurance  of  complete 
Vitamin  B Complex  therapy  in  those 
cases  where  emphasis  must  be  placed 
upon  thiamine  and  ribofjavin.  It  con- 
tains 3333  I.  U.  of  Vitamin  Bi  and 
2500  gammas  of  Riboflavin  per  ounce 
plus  an  ample  complement  of  all 
other  factors  occurring  in  Rice  Bran. 


GALEN  COMPANY,  INC. 


BERKELEY  • CALIFORNIA 


You  can’t  educate- -Bacteria  . . . Can’t  make 
them  read  assign,  obey  an  order,  keep  nut — 
not  ns  yon' can  people!  Yet.  by  rigid  adher- 
encg-Yo  aseptic  ritual  and  by  using  an  effi- 
,cient  antiseptic,  you  eon  kcc/>  bacteria  from 
causing  infection!  • That  Tincture  Metaphen 
is  efficient  and  relatively  nonirritating  as 
well,  is  demonstrated  by  the  results  of  an 
independent  investigation*  of  fifteen  com- 
monly^psed  antiseptics.  • On  the  oral 
mucosa,  Tincture  Metaphen  was  found  to 


reduce  bacterial  count  95  to  100  per  cent 
within  five  minutes;  to  cause  only  a very 
slight  irritation  in  some  subjects,  none  in 
the  others;  and  to  have,  in  substantial  excess 
over  any  other  antiseptic  tested,  a duration 
of  action  of  approximately  two  hours.  • 
Because  of  these  outstanding  qualities,  you 
can  employ  Tincture  Metaphen  for  the  most 
exacting  purposes.  Why  not  use  it  for  skin  dis- 
infection in  your  next  operative  procedure? 
Abbott  Laboratories,  North  Chicago,  Illinois. 


*Meyer,  E.,  and  Arnold,  L.  (1938),  Amer.  J.  Digest.  Dis.,  5:418 


Tincture  Metaphen  1:200 


REG.  U.  S PAT.  OFF. 


(Tincture  of  4-nitro-anhydro-hydroxy-mercury-orthocresol,  Abbott) 


fan,  (w  M Z^eetute 

but  have  you  heard  about  the  Economy  of 

AMNIOTIN 


By  packaging  Amniotln  in  10  cc.  and 
20  cc.  vials  we’ve  provided  a substan- 
tial saving  over  the  cost  of  Amniotin 
in  ampuls  and  facilitated  dosage  ad- 
justment to  moot  individual  require- 
ments. 

These  advantages  have  been  made 
possible  without  sacrifice  of  activity, 
uniformity  or  stability.  \ on  can  de- 
pend upon  the  effectiveness  of  Amnio- 
tin in  relieving  menopausal  symptoms 
and  in  treating  other  estrogen  defi- 


ciency conditions ...  senile  vaginitis... 
kraurosis  vulvae  . . . pruritis  vulvae  . . . 
and  in  gonorrheal  vaginitis  in  children. 

Amniotin — a highly  purified,  non- 
crystalline preparation  of  naturally 
occurring  estrogenic  substances  de- 
rived from  pregnant  mares’  urine— is 
available  in  ampuls  for  intramuscular 
injection:  in  pessaries  for  intravaginal 
use;  in  capsules  for  oral  administra- 
tion, as  well  as  in  the  new  economy 
vial  packages. 


OUR  . . 


Sulfanilamide  Cream 
Sulfathiazole  Cream 


ARE  ...  similar  to  sulfa  ointments,  but  are  made 
with  a cold  cream  base 

THESE  . . . creams  are  smooth,  snowy-white,  beauti- 
ful ointments 

THE...  surface  tension  of  these  sulfa  creams 
places  the  active  drug  in  direct  contact 
with  the  tissues 

THUS  . . . differing  from  petrolatum  base  ointments 
which  never  are  in  direct  contact 


STRENGTH  . 


obtainable  in  three  per  cent,  five  per 
cent,  ten  per  cent  and  twenty  per  cent 


SUPPLIED  . . in  one,  five,  ten  and  twenty-five  pound 
containers 


HOSPITAL  PURVEYORS,  LTD 

6A6-8A8  SOUTH  BERETANIA  STREET 

HONOLULU,  T.  H. 


Trode  Mark— Reg.  U.  S.  Pat.  Off. 


(Acetyl  - Beta  - Met  hylcholine  Chloride  Merck) 

administered  by  the  method  of  Ion  Transfer 

(Iontophoresis) 


fjiij  tjdcce/i/ed 


Of  service  in  the  treatment  of 
Vasospastic  Conditions  of  the  Extremities 
Chronic  Ulcers — Raynaud’s  Disease 
Scleroderma — Chronic  Rheumatoid  Arthritis 

Literature  on  Request 


1 0 N TRANSFER  — TECHNIC 


Reinforced  asbestos  paper  applied 


Electrode  placed  over  paper 


Fully  bandaged 


MERCK  & CO.  Inc.  ^yfltmufeictuKiny,  (L@Aemi&t6  RAHWAY,  N.  J. 


TRADITION 

The  strict  codes  of  manufacturing  excellence  and  ethical  promotion 
which  characterize  Wyeth  policy  have  been  dictated  by  a deeply-rooted 
sense  of  responsibility  to  the  art  of  medicine.  They  yield  the  secret  of 
continuous  and  reliable  service  during  eighty-two  years. 

These  self-imposed  standards  have  even  a greater  significance  than 
merely  to  supply  reason  for  endurance  and  the  successful  fulfillment 
of  past  obligations  . . . they  are  the  necessary  stabilizing  influences 
in  the  progressive  program  of  today,  dedicated  as  it  is  to  scientific 
research  and  therapeutic  advance.  They  represent  experience  and 
dependability.  They  are  the  traditions  of  Wyeth. 


and  other  known  factors  of  the 

VITAMIN  B COMPLEX 

MEAD’S  BREWERS  YEAST  TABLETS  • Each  Mead’s  Brewers  Yeast 
Tablet  contains  not  less  than  .06  mg.  thiamine  (vitamin  BJ,  .02  mg.  ribo- 
flavin (vitamin  G),  and  15  mg.  nicotinic  acid,  together  with  other  factors  of 
the  vitamin  B complex  commonly  occurring  in  brewers’  yeast. 

MEAD’S  BREWERS  YEAST  POWDER  • Each  gram  (V2  teaspoon)  supplies 
not  less  than  .18  mg.  thiamine,  .06  mg.  riboflavin,  and  .40  mg.  nicotinic 
acid.  For  infants,  Mead’s  Brewers  Yeast  Powder  can  be  shaken  up  in  a 
bottle.  For  the  older  child,  the  product  may  be  shaken  up  with  milk  in 
an  ordinary  malted  milk  shaker,  with  or  without  cocoa. 

Mead’s  Brewers  Yeast  is  nonviable  and  is  vacuum-packed  to  prevent  oxidation. 

Packed  in  brown  bottles  and  sealed  cartons  for  greater  protection. 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.  S.  A 
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"ALL  OUT  OF  STEP  BUT  JIM/" 


• Intelligent  Army  supervision  soon  corrects 
the  errors  of  new  recruits.  But  in  civilian  life 
errors  in  personal  health  habits  usually  must  be 
corrected  by  the  physician. 

When  constipation  exists,  the  return  to  reg- 
ular comfortable  bowel  movement  may  often  be 
accomplished  with  the  aid  of  Petrogalar.*  It 
helps  to  soften  hard,  dry  fecal  masses,  render- 
ing the  stool  mobile  and  easy  to  eliminate. 

Consider  Petrogalar  for  the  treatment  of 
constipation.  It  is  palatable,  economical  and 
effective. 

FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar— 


• Peg.  V.  S.  Pat.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc 


• 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Thus  the  true  value  of  adrenal  cortex  extract  might  never  have  been 
established  had  not  adequate  quantities  of  a potent  material  been  made 
available  for  clinical  trial.  During  the  experimental  period,  when  only 
small  amounts  of  relatively  impotent  extracts  were  obtainable,  opinions  of 
the  therapeutic  value  of  the  cortical  hormones  ran  full  gamut.  Now,  how- 
ever, the  efficacy  of  Sterile  Solution  Adrenal  Cortex  Extract  (Upjohn) 
in  the  treatment  of  adrenal  insufficiency  is  established,  and  other  uses 
are  under  investigation. 


STERILE  SOLUTION  ADRENAL  CORTEX  EXTRACT  (UPJOHN)  is  available  in  10  cc.  rubber-cooped  vials 


Upjohn 

KALAMAZOO,  MICHIGAN 


bacteria  with  a Pedigree . . . 


edigreed  bacteria  like  the  environment  at  Lederle 
Laboratories.  Typical  is  the  famous  Park-Wil- 
liams  No.  8 strain  of  diphtheria  bacillus  isolated 
in  1895.  And  there  are  pure  cultures  of  all  types 
of  pneumococci,  one  hundred  and  ten  strains  of 
staphylococci  of  human  origin,  and  pure  stocks 
of  the  streptococci;  not  forgetting  the  well-known  Brucella 
abortus  No.  19,  now  twenty  years  in  captivity,  and  a host  of 
others  too  numerous  to  mention. 

But  there’s  more  to  it  than  merely  providing  a good  home  for 
these  “bacterial  blue  bloods.”  They  must  be  put  to  work  for 
man’s  benefit.  The  best  way  to  get  to  know  bacteria  and  their 
cousins,  the  viruses,  is  to  live  with  them;  this  means  studying 
them,  watching  their  reactions  to  changes  of  diet,  temperature 
and  atmosphere — day  in  day  out,  year  in  year  out.  For  instance, 
at  Lederle  the  Park-Williams  No.  8 strain  of  diphtheria  bacillus 
has  been  under  the  skillful  and  patient  eye  of  one  technical  man 
for  more  than  1 5 years.  Thus,  the  real  art  rests  in  knowing  how 
to  convert  these  enemies  of  man  and  animals  into  powerful 
preventive  and  curative  agents. 


J&ederle 


Lederle  Laboratories,  Inc.,  30  Rockefeller  Plaza,  New  York,  N.Y. 


HAWAII  MEDICAL  JOURNAL 


Volume  2 NOVEMBER-DECEMBER,  1942  S2-00  Per  yr- 

Number  2 35c  per  copy 


Published  Bi-monthly  by 

THE  HAWAII  TERRITORIAL  MEDICAL  ASSOCIATION 

(Incorporated  in  1856  under  the  Monarchy) 


Mabel  L.  Smyth  Memorial  Building 
510  S.  Beretania  St. 
Honolulu,  Hawaii,  U.  S.  A. 


TABLE  OF  CONTENTS 


TYPHUS  FEVER  IN  HONOLULU 
CERTAIN  EPIDEMIOLOGICAL  ASPECTS 

Joseph  E.  Alicata,  Ph.  D.,  and 

Virginia  Breaks,  A.  B.,  Honolulu 59 

PSYCHIATRIC  PROBLEMS  IN  WARTIME 
HAWAII 

Edwin  E.  McNiel,  M.  D.,  Honolulu 63 

VENEREAL  DISEASE  CONTROL 

Eric  A.  Fennel,  M.  D.,  Honolulu 67 


BILATERAL  DERMOID  CYST  OF  THE  OVARY, 


COMPLICATING  PREGNANCY 
(A  supplementary  report) 

H.  H.  Seiler,  M.  D.,  Paia,  Maui 72 

TREATMENT  OF  TETANUS:  I 

Steele  F.  Stewart,  M.  D.,  Honolulu 73 

TREATMENT  OF  TETANUS:  II 

F.  J.  Halford,  M.  D.,  Honolulu 74 

PREVENTIVE  ASPECTS  OF  TETANUS 

Donald  C.  Marshall,  M.  D.,  Honolulu 78 

EDITORIALS 

Should  Prostitution  “Go?” 81 

Solvents  Condemned  for  Removing  Gas! 81 

There  Aren’t  Enough  Nurses 82 

“Professional  Advertising” 82 

You  Can’t  Get  Malaria  Here 83 


PROGRESS  IN  INTERNAL  MEDICINE 


Diabetes 

S.  E.  Doolittle,  M.  D.,  Honolulu 85 

RECENT  ADVANCES  IN  SURGERY 
Neurogenic  Appendicitis 

K.  Hosoi,  M.  D.,  Honolulu 89 


CLINICO-PATHOLOGIC  COMMENT 

Fee  Schedules 
Pathologists  Needed 
Blood  Bank 


Erip  A.  Fennel,  M.  D.,  Honolulu 91 

EMERGENCY  MEDICAL  SERVICES 
Progress  Report  - H.  L.  Arnold,  M.  D., 95 

Physician  Assignments  by 

Hospitals  (Oahu) 98 

Blood  Typing  30,000  Civilians 

William  B.  Patterson,  M.  D.,  Maui 99 

Island  of  Kauai  Report 100 

Island  of  Hawaii  Report 100 

COUNTY  SOCIETY  REPORTS 103 

NOTES  AND  NEWS Ill 

LIBRARY  NOTES 

Complete  catalogue  of  medical  books  in  the 
Charles  R.  Adams  library,  including  recent  acces- 
sions   115 


The  JOURNAL  may  not  be  held  responsible  for  opinions  expressed  in  papers,  discussions,  communications,  or  advertisements.  The 
advertising  policy  or  the  HAWAII  MEDICAL  JOURNAL  is  governed  by  the  rules  of  the  Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association.  The  right  is  reserved  to  reject  material  submitted  for  editorial  or  advertising  columns.  All  material  for  publication 
must  be  in  the  hands  of  the  editor  on  or  before  the  15th  day  of  the  month  preceding  publication  date.  Reprints  of  original  articles  will  be 
supplied  at  actual  cost,  provided  request  is  attached  to  manuscript,  or  made  in  sufficient  time  before  publication.  A reasonable  number  of 
cuts  and  illustrations  accompanying  an  article  will  be  accepted  for  printing.  The  right  is  reserved  to  ask  the  author  to  bear  the  cost  of  these 
when  it  is  found  necessary  to  do  so. 

Copyright,  1942,  by  the  Hawaii  Territorial  Medical  Association.  Honolulu.  Hawaii.  Entered  as  second-class  matter,  October  17,  1941.  at 
the  Post  Office  in  Honolulu.  Hawaii,  under  the  Act  of  August  24,  1912.  Office  of  Publication:  Mabel  L.  Smyth  Memorial  Building,  510  S.  Bere- 
tania St..  Honolulu,  Hawaii 


55 


Hawaii  Territorial  Medical  Association 

1942-  1943 

OFFICERS 

R.  O.  Brown,  Honolulu President 

H.  M.  Patterson Vice  President  from  Hawaii  County 

F.  K.  Lam Vice  President  from  Honolulu  County 

A.  Boyden Vice  President  from  Kauai  County 

R.  J.  McArthur Vice  President  from  Maui  County 


D.  B.  Bell,  Honolulu Secretary 

N.  M.  Benyas,  Honolulu Treasurer 

COUNCILLORS 

G.  H.  Lightner,  Maui  County 1943 

S.  R.  Wallis,  Kauai  County 1943 

S.  R.  Brown,  Hawaii  County 1944 

L.  G.  Phillips,  Honolulu  County 1944 

P.  Withington,  Honolulu  County 1945 

F.  J.  Pinkerton,  Honolulu  County 1945 

DELEGATES 

Honolulu  County:  Hawaii  County: 

N.  M.  Benyas  T.  Keay 

O.  L.  Schattenburg  E Tompkins 

F.  K.  Lam 

H.  T.  Rothwell  Kauai  County: 

J.  E.  Strode  D.  R.  Chisholm 

H.  C.  Gotshalk 

H.  M.  Johnson  Maui  County: 

G.  C.  Milnor  H.  Izumi 


COMMITTEE  CHAIRMEN  AND  BOARDS 

Board  of  Medical  Examiners — J.  A.  Morgan,  Secretary 
Cancer  Committee — G.  A.  Batten,  Honolulu 

Examining  Board,  Hospitals  and  Settlements — H.  M.  Johnson,  H. 
L.  Arnold,  Jr.,  Honolulu 

Hawaii  Health  Education  Council — L.  G.  Phillips,  Honolulu 
Health  Education  Committee — R.  K.  C.  Lee,  Honolulu 
Journal  Committee — H.  L.  Arnold,  Jr.,  Editor 
Mabel  Smyth  Building,  Board  of  Management — L.  G.  Phillips  and 
F.  J.  Halford,  Honolulu 

Medical  Advisory  Committee  to  Bureau  of  Crippled  Children — 
A.  L.  Craig,  Honolulu 

Medical  Advisory  Committee  to  the  Bureau  of  Maternal  and  Child 
Health — O.  L.  Schattenburg,  Honolulu 
Nursing  Service  Bureau  Advisory  Committee — Ernestine  Hamre, 
Honolulu 

Psychiatric  Committee — R.  D.  Kepner,  Kaneohe 

Public  Policy  and  Legislative  Committee — L.  G.  Phillips,  Honolulu 

Scientific  Work  Committee — R.  O.  Brown,  Honolulu 


"During  the  past  fifteen  months  I have  used  pentothal 
sodium  for  515  operations  of  a fairly  representative  nature 
with  no  mortality  and  in  my  opinion  pentothal  sodium, 
properly  administered,  is  a safe  anaesthetic  and  is  especially 
indicated  in  the  aged  and  'poor  risk’  patient.” 
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A.  G.  Stanley 

Pentothal  Sodium  Anaesthesia 
New  Zealand  Med.  Jour.,  Vol.  XL, 
No.  220,  Dec.,  1941,  p.  359-366. 


Descriptive  literature 
will  be  sent  upon  request. 

Address  inquiries  to 
ABBOTT  LABORATORIES 
North  Chicago,  Illinois 
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The  well-being  of  hundreds  of  thousands  of  diabetic  patients 
would  be  disturbed  if  the  strength  of  lots  of  Iletin  (Insulin, 
Lilly)  should  vary  from  the  potency  stated  on  the  label.  Uni- 
formity is  assured  by  vigilant  testing — tests  of  crude  materials, 
tests  to  control  processing,  tests  for  purity,  sterility,  and  sta- 
bility. Data  for  the  standardization  of  one  master  lot  of 
Iletin  (Insulin,  Lilly)  may  aggregate  convulsion  tests  on  several 
thousand  mice  and  blood -sugar  curves  of  one  or  two  thousand 
rabbits.  It  is  estimated  that  more  than  a million  blood-sugar 
determinations  have  been  made  in  the  twenty  years  of  Insulin 
testing — another  example  of  the  art  of  doing  things  well. 
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PRINCIPAL  OFFICES  AND  LABORATORIES, 


INDIANAPOLIS 


INDIANA, 
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Typhus  Fever  in  Honolulu1 

Certain  Epidemiological  Aspects 
Joseph  E.  Alicata,  pei.d.  and  Virginia  Breaks,  a.b. 
Honolulu 


Cases  of  human  typhus  fever  in  the  Hawaiian 
Islands  were  first  definitely  recognized  in  1933  and 
reported  by  Fennel4  in  1934.  The  diagnosis  was  based 
on  clinical  findings,  positive  Weil-Felix  reactions 
and  protection  tests  carried  out  by  the  U.S.  Public 
Health  Service  in  guinea  pigs  with  the  serum  of  one 
of  the  suspected  cases.  A short  time  later,  Badger 
(cited  by  Doolittle2 *),  as  a result  of  guinea  pig  inocu- 
lations, detected  the  presence  of  typhus  in  the  brain 
of  local  rats;  infected  guinea  pigs  were  submitted 
to  the  National  Institute  of  Health,  Washington, 
D.  C.,  and  experiments  conducted  there  showed  that 
the  virus  was  clinically . and  immunologically  iden- 
tical with  their  Wilmington  strain  of  endemic  ty- 
phus. These  findings  have  led  to  the  belief  that  the 
form  of  local  human  typhus  is  of  murine  origin.  A 
discussion  of  the  prevalence  and  clinical  features  of 
this  disease  in  man  in  the  Territory  was  reported  by 
Doolittle2  in  1938  and  1941. 

The  purpose  of  this  paper  is  to  report  additional 
evidence  regarding  the  identification  of  the  local  hu- 
man typhus  strain,  the  incidence  of  typhus  infec- 
tion in  rats  from  various  districts  of  Honolulu,  and 
the  epidemiological  relationship  between  the  human 
and  murine  strains  of  typhus. 

Materials  and  Methods 

The  local  human  typhus  strain  was  isolated  as 
a result  of  guinea  pig  inoculation  with  blood  of  a 
patient  in  whom  diagnosis  of  typhus  was  established 
by  clinical  and  serologic  findings. 

In  determining  the  prevalence  of  typhus  infection 
in  rats,  50  to  100  rats  were  trapped  alive  in  cages 
in  each  of  several  districts  of  Honolulu  (fig.  3). 
After  each  animal  was  killed  by  gas,  the  skull  was 
opened  aseptically  and  about  one-fourth  to  one-half 
of  the  brain  removed.  The  brain  samples  of  2 or  3, 
rarely  5,  animals  were  pooled  and  emulsified  in  20  cc. 
of  sterile  physiologic  saline  solution.  Three  cubic 
centimeters  of  this  emulsion  were  injected  by  the 
intraperitoneal  route  into  a grown  male  guinea  pig. 

The  determination  of  typhus  virus  in  the  fleas 

studied  was  made  by  first  washing  the  fleas  in  7 0 

1)  This  study  has  been  carried  out  from  funds  appropriated 

by  the  Public  Health  Committee,  Honolulu  Chamber  of  Com- 

merce. 


per  cent  alcohol,  and  then  macerating  them  in  3 cc. 
of  sterile  saline  solution.  This  emulsion  was  inoculated 
intraperitoneally  into  a male  guinea  pig. 


Fig.  1.  Guinea  pig  No.  90,  showing  scrotal  swelling  8 days 
following  the  inoculation  with  the  blood  of  a human  typhus 
case. 

Following  all  these  inoculations  daily  rectal  tem- 
perature of  each  guinea  pig  was  tecorded  for  a period 
of  fifteen  to  twenty  days.  Animals  which  developed 
clinical  typhus,  i.e.  fever  and  scrotal  swelling  (see 
fig.  1),  were  tested  for  typhus  immunity  fifteen 
days  following  recovery  by  inoculating  them  with 
a known  virulent  strain  of  endemic  typhus.  Guinea 
pigs  which  did  not  show  clinical  typhus  for  thirty 
days  following  the  brain  inoculation,  were  reinocu- 
lated with  the  known  strain  of  typhus  to  determine 
the  possibility  of  having  passed  through  a state  of 
inapparent  or  subclinical  typhus  The  known  strain 
of  typhus  referred  to  above  was  secured  from  the 
National  Institute  of  Health,  U.  S.  Public  Health 
Service,  Washington,  D.  C.,  and  was  maintained 
by  successive  transfers  of  testicular  washings  from 
infected  guinea  pigs  to  fresh  guinea  pigs. 
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The  information  concerning  rat  infestation  in 
each  residence  of  the  human  typhus  cases  was  ob- 
tained largely  as  a result  of  a questionnaire  sub- 
mitted to  each  patient  soon  after  his  recovery  from 
the  disease.  The  information  regarding  each  resi- 
dence of  the  typhus  cases  reported  herein  was  ob- 
tained from  records  of  the  Territorial  Board  of 
Health. 

The  dogs  and  cats  which  were  examined  for  the 
presence  of  typhus  virus  were  obtained  from  resi- 
dences where  recent  cases  of  human  typhus  had  oc- 
curred, and  from  the  local  dog  pound  soon  after 
the  animals  had  been  killed  by  gas.  About  % cubic 
inch  of  the  brain  of  each  animal  obtained  from  such 
residences  was  emulsified  in  20  cc.  of  saline  solution 
and  3 cc.  of  the  emulsion  injected  into  a male  guinea 
pig.  In  case  of  dogs  obtained  from  the  pound,  sim- 
ilar portions  from  3 or  4 animals  were  inoculated 
into  one  guinea  pig. 

Isolation  and  Identity  of  a Local 
Human  Strain 

On  May  17,  1941,  through  the  cooperation  of 
Dr.  J.  W.  McClellan,  5 cc.  of  blood  were  obtained 
from  a patient  at  Queen’s  Hospital  for  typhus.  The 
Weil-Felix  test  conducted  on  the  serum  of  this  pa- 
tient four  days  earlier  (about  one  week  following 
the  onset  of  illness)  was  negative,  but  on  May  19 
the  test  was  positive  in  dilutions  up  to  1:640.  The 
blood  of  the  patient  was  injected  intraperitoneally 
into  a grown  male  guinea  pig  (g.p.  90,  fig.  2).  On 
May  2 5,  eight  days  later,  the  animal  developed  fever 
and  testicular  swelling  (fig.  1).  On  May  28,  it  was 
anesthetized  and  the  testes  removed.  Smears  of  the 
tunica  vaginalis  stained  by  Machiavello’s  method"' 
revealed  many  rickettsiae.  The  testes  were  washed 
in  sterile  saline  solution,  and  3 cc.  of  the  washing 
injected  into  the  peritoneal  cavity  of  each  of  the  3 
male  guinea  pigs  105,  106,  and  107.  After  a few 
days  all  of  these  animals  developed  fever  and  testi- 
cular swelling.  Guinea  pig  107  was  killed,  and  the 
typhus  strain  was  maintained  by  transferring  it  into 
other  an iqaals;  guinea  pigs  105  and  106  were  retained 
and  were  later  used  for  cross-immunity  tests. 

In  order  to  determine  the  similarity  of  the  local 
human  strain  to  that  of  the  local  rat  and  the  Wil- 
mington strains  of  typhus,  cross-immunity  tests  were 
conducted  as  follows  (see  fig.  2):  (a)  the  human 
strain  was  transferred  to  guinea  pigs  already  immune 
to  the  Wilmington  strain  and  the  rat  strain;  (h)  the 

* Machiavello’s  staining  method:  Make  smear  Fix  slide 
in  flame.  Flood  smear  with  0.5  per  cent  aqueous  basic  fuch- 
sin  with  pH  7.2  to  7.5.  Stain  for  5 minutes.  Rinse  rapidly 
with  0.  5 per  cent  citric  acid.  Wash  thoroughly.  Counterstain 
with  1.0  per  cent  aqueous  methylene  blue  for  1 or  2 minutes. 
Rinse  with  water  and  examine  when  dry. 


LOCAL  HUMAN-  LOCAL  RAT-  ENDEMIC  TYPHUS 

TYPHUS  STRAIN  TYPHUS  STRAIN  STRAIN  (NILMINGTON) 


Fig.  2 Cross-immunity  tests  between  the  local  human  and 
rat  strains,  and  the  Wilmington  strain  of  typhus.  Guinea  pigs 
106  and  105,  immune  to  the  human  strain,  failed  to  develop 
any  typhus  reaction  when  inoculated  with  the  rat  strain 
(from  142  to  106)  and  Wilmington  strain  (from  177  to  105). 
Guinea  pigs  111  and  109,  immune  to  the  rat  strain,  showed 
also  complete  immunity  when  inoculated  with  the  human 
strain  (from  152  to  111)  and  Wilmington  strain  (from  177 
to  109).  Guinea  pigs  65  and  64,  immune  to  the  Wilmington 
strain  showed  also  complete  immunity  when  inoculated  with 
the  human  strain  (from  90  to  65)  and  wild-rat  strain  (from 
90  to  64). 

rat  strain  was  transferred  to  guinea  pigs  immune 
to  the  human  strain  and  the  Wilmington  strain;  (c) 
the  Wilmington  strain  was  transferred  to  guinea 
pigs  immune  to  the  rat  strain  and  the  human  strain. 
In  the  passage  of  these  strains  the  recipient  guinea 
pigs  showed  complete  immunity  as  evidenced  in  their 
failure  to  develop  fever  and  testicular  reaction.  On 
the  other  hand,  fresh  male  guinea  pigs,  which  were 
used  as  controls  during  each  of  the  transfers,  devel- 
oped the  usual  clinical  symptoms;  these  findings 
demonstrated  that  the  human,  rat  and  Wilmington 
strains  were  immunologically  similar. 

Epidemiologic  Relationship  of  Human 
and  Rat  Typhus 

As  indicated  in  table  1,  100  rats  were  trapped 
from  scattered  areas  of  each  of  5 larger  districts 
of  Honolulu,  and  50  rats  from  each  of  2 smaller 
districts.  A total  of  600  rats  were  trapped;  249 
guinea  pigs  were  inoculated  with  the  brain  tissue 
of  these  animals;  the  emulsion  of  an  average  of  2.4 
brains  was  injected  into  each  of  the  guinea  pigs. 
From  all  of  the  brain-emulsion  inoculations,  73 
guinea  pigs  developed  tvphus  infection.  Since  each 
guinea  pig  which  developed  typhus  represented  at 
least  one  infected  rat,  it  can  be  assumed  that  at 
least  73,  or  12.1  per  cent,  of  the  rats  harbored 
typhus  virus  in  the  brain;  undoubtedly  the  rate 
of  infection  among  the  rats  was  higher  since  each 
guinea  pig  received  the  brain  emulsion  of  more  than 
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one  rat.  Table  1 points  out  that  the  rats  from  the 
Kalihi,  downtown,  and  Kaimuki  districts  showed 
the  highest  incidence  of  infection. 

In  reporting  typhus  infection  in  the  brains  of 
rats  it  is  not  necessarily  implied  that  the  animals 
were  active  carriers  of  typhus  when  examined.  In 
animals  acquiring  typhus  infection,  the  virus  cir- 
culates in  the  blood  stream  for  a comparatively  short 
time,  after  which  it  localizes  in  several  body  tissues 
including  the  brain.  Philip  and  Parker6  were  able  to 
recover  typhus  virus  from  the  brain  of  white  rats 
370  days  but  not  463  days  after  experimental 
infection. 

As  revealed  in  the  present  limited  survey,  con- 
siderable difference  existed  in  the  degree  of  rodent 
infection  in  the  several  districts  surveyed.  This  dif- 
ference may  possibly  be  correlated  with  that  of  ro- 
dent infestation.  Localities  with  an  abundance  of 
old  and  improperly  rat-proofed  dwellings,  empty 
and  unkempt  lots  with  many  kiawe  (Prosopis  chilen- 
sis:  algaroba)  trees,  stone  walls,  and  other  conditions 
which  offer  food  and  shelter,  will  undoubtedly  main- 
tain a larger  rat  population  than  where  the  opposite 
is  true.  In  this  connection,  only  a few  cases  of  murine 
infection  were  noted  in  the  district  of  Waikiki,  which 


appears  to  posses  fewer  rat  harborages  than  other 
areas  investigated.  On  the  other  hand,  a high  inci- 
dence of  infection  is  noted  among  rats  in  the  down- 
town area;  this  is  probably  correlated  with  a high 
rat  population  brought  about  by  considerable  avail- 
ability of  food  and  harborage. 

Data  obtained  on  the  distribution  by  residence 
of  202  human  typhus  fever  cases  (fig.  3)  showed 
that  infection  was  more  prevalent  in  the  Kaimuki, 
downtown  and  Kalihi  districts,  the  same  localities 
in  which  typhus  infection  in  rats  was  also  found 
to  be  high.  That  rats  play  an  important  part  in  the 
dissemination  of  typhus  infection  to  man  was  evi- 
denced by  the  fact  that  out  of  5 0 typhus-infected 
persons  questioned  in  this  study,  43,  or  86.0  per  cent, 
had  seen  rats  around  their  place  of  residence  or  at 
work.  The  information  also  revealed  that  the  in- 
fection took  place  at  home  rather  than  at  the  place 
of  work,  since  only  4 (7.9  per  cent)  reported  having 
seen  rats  at  the  place  of  work  and  none  at  home. 
Of  rats  trapped  in  17  residences  where  human  ty- 
phus had  recently  occurred,  infection  of  typhus  was 
found  in  rats  from  8 (47.0  per  cent)  of  the  resi- 
dences. 

Since  dogs  and  cats  are  known  from  reports1  5 and 
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Table  I.  Typhus  infection  in  rats  from  seven  districts  of  Honolulu. 


District 
surveyed 
(fig.  3) 

Number 
of  rats 
examined 

Number  of 
guinea  pigs 
inoculated 
with  pooled 
brain  emulsion 
of  rats 

Number  of 
guinea  pigs 
developing 
clinical  typhus 

Number  of 
guinea  pigs 
showing 

lnapparent  typhus 

Minimum  number 
of  rats  harboring 
typhus  virus  as 
revealed  from  the 
number  of 
positive  guinea-pig 
reactions 

No. 

Per  cent 

Kalihi 

100 

40 

19 

0 

19 

19.0 

Kameharaeha 

Heights 

50 

21 

4 

0 

4 

8.0 

Downtown 

100 

43 

21 

0 

21 

21.0 

Manoa- 

Bingham 

100 

42 

6 

3 

9 

9.0 

Waikiki 

100 

42 

2 

1 

3 

3.0 

Kaimuki 

100 

40 

11 

3 

14 

14.0 

Kahala 

50 

21 

3 

0 

3 

6.0 

Total 

600 

249 

66 

7 

73 

12.1 

personal  experimentation  to  be  susceptible  to  typhus, 
a study  was  made  to  determine  possible  infection 
of  these  animals  under  natural  conditions.  As  a 
result  of  guinea-pig  inoculations,  no  infection  was 
found  in  the  brain  or  fleas  of  6 cats  and  the  fleas 
of  one  dog  from  4 residences  where  human  typhus 
had  recently  occurred.  No  typhus  virus  was  found 
in  the  brains  of  109  cats  and  26  dogs  from  various 
parts  of  Honolulu.  Although  these  findings  do  not 
prove  the  actual  absence  of  typhus  infection  under 
natural  conditions,  they  do  point  out  that  the  in- 
fection is  not  common  and  that  these  animals  prob- 
ably play  little  part  in  exposing  humans  to  infection. 

Summary 

1.  A strain  of  local  human  typhus  has  been 
found  to  be  clinically  and  immunologically 
identical  with  that  of  local  rat  and  Wilming- 
ton strains  of  endemic  typhus. 

2.  Seventy-three  out  of  249  guinea  pigs  inocu- 
lated with  brain  emulsion  of  600  rats  trapped 
in  various  districts  of  Honolulu  developed 
typhus  infection.  Assuming  that  1 infected 
guinea  pig  represented  at  least  1 infected  rat, 
73  (12.1  per  cent)  of  the  rats  harbored  typhus 
virus  in  the  brain. 

3.  Of  rats  trapped  in  7 districts  of  Honolulu  the 
highest  incidence  of  typhus  infection  was 
found  in  the  Kaimuki,  downtown,  and  Kalihi 
districts.  The  same  districts  also  showed  the 
highest  incidence  of  human  infection,  based 
on  reports  of  202  human  typhus  cases  over  a 
period  of  5 years. 

4.  Rat  infestation  was  found  in  the  surround- 
dings  of  43  out  of  3 0 (86.0  per  cent)  human 
typhus  fever  cases.  Typhus  virus  was  found 


in  the  brain  of  rats  trapped  in  8 out  of  17 
(47.0  per  cent)  residences  where  human  ty- 
phus had  recently  occurred. 

3.  As  a result  of  guinea-pig  inoculation,  no  ty- 
phus virus  was  found  in  the  brain  and  fleas 
of  6 cats,  and  fleas  of  1 dog,  secured  from 
4 residences  of  human-typhus  cases.  Similarly, 
no  typhus  was  found  in  the  brain  of  109  cats 
and  26  dogs  obtained  at  random  from  various 
parts  of  Honolulu. 

The  authors  wish  to  express  their  sincere  ap- 
preciation to  Drs.  R.  E.  Dyer  and  N.  H.  Topping  of 
the  National  Institute  of  Health,  Washington,  D.  C. 
for  making  available  the  strain  of  the  Wilmington 
typhus  virus,  and  to  Drs.  F.  J.  Pinkerton,  M.  F. 
Haralson,  J.  H.  Beaumont  and  Mr.  John  A.  Hamilton 
for  valuable  suggestions  and  advice  in  connection 
with  this  study.  We  are  also  indebted  to  Dr.  J.  H. 
Enright  of  the  Territorial  Board  of  Health  for 
making  available  reports  and  material  used  in  this 
study. 
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Psychiatric  Problems  in  Wartime  Hawaii 

Edwin  E.  McNiel,  m.d.* 


Those  of  us  who  have  lived  in  Hawaii  this  last 
year  have  seen  and  experienced  a great  deal.  Last  fall 
we  saw  increased  military  activity,  debated  our  fu- 
ture and  hoped  against  our  reason  that  the  peace 
would  continue.  On  December  7,  we  were  literally 
bombed  into  the  most  terrific  war  that  man  has 
ever  known.  On  that  day  our  Navy  suffered  its 
greatest  losses  in  men  and  ships  since  it  has  existed. 
Our  medical  men  saw  that  day  the  most  horrible 
injuries  that  they  had  ever  seen.  The  1942-kind  of 
war  was  here!!  It  is  truly  total  warfare,  and  each 
day  every  one  of  us  is  learning  more  of  what  that 
term  really  means.  It  is  everywhere — no  person  is 
spared  and  almost  no  place  is  sanctuary.  It  is  " all- 
out ” warfare — no  punches  are  pulled!  The  most 
amazingly  intricate,  beautifully  made  war  machines 
involving  the  science,  the  brains,  the  research,  the 
best  effort  of  millions  are  sent  forth — perhaps  to  be 
destroyed — perhaps  to  conquer  and  return  victorious 
— the  deciding  blows  to  be  decided  in  split  seconds. 
Actually  killer  and  killed  usually  do  not  know  and 
will  never  know  each  other.  The  future  of  our  lives, 
our  children  and  the  nations  of  the  world  depends 
on  such  things.  It  is  all  a horrible  invention  of  the 
best  and  the  worst  in  man. 

Aside  from  the  military  losses  on  December  7, 
there  were  widespread  psychological  repercussions. 
On  the  positive  side  it  immediately  united  the  nation 
in  the  declaration  of  war  on  Japan  and  Germany. 
On  the  negative  side  it  caused  loss  of  pride  and  the 
creation  of  doubts  and  fears.  The  natural  feelings  of 
anger  and  aggression  toward  the  Japanese  and  the 
Germans  developed.  We  continue  to  see  some  of  this 
aggression  expressed  in  criticism  directed  at  the 
leadership  in  our  own  group.  This  runs  the  gamut: 
Congress — capitalists — labor  — bureaucracy  — mili- 
tary leaders — promotion  by  seniority — the  soft  life 
of  the  age— the  deteriorating  trends  of  civilization— 
the  sugar  plantations — the  kamaainas — the  press — 
and  almost  everything  or  anyone  that  has  any  power 
or  influence.  Most  people  are  mad  and  scared — and 
since  both  of  these  feelings  are  very  uncomfortable 
ones  they  want  to  do  something  so  that  they  will 
feel  differently.  Unfortunately,  from  a psychological 
viewpoint,  most  people  cannot  do  something  direct- 
ly against  the  enemy.  There  is  a lot  of  satisfaction 

* Director,  Bureau  of  Mental  Hygiene,  Board  of  Health 
Honolulu 

Jlead  before  the  52nd  Annual  Meeting  of  the  Hawaii  Ter- 
ritorial Medical  Association,  June,  1942. 


in  giving  the  "dirty  so-and-so”  a "sock  in  the  jaw” 
or  in  "taking  a pot-shot”  at  a Jap.  For  most  of  us 
this  is  not  that  kind  of  a war.  The  wear  and  tear 
on  the  personality  of  the  average  individual  is  much 
greater  in  this  kind  of  war.  There  are  greater  feelings 
of  insecurity  because  of  the  speed  and  intensity  of 
the  war  and  the  fact  that,  as  a nation,  we  are  in 
greater  danger  than  we  have  ever  been  in  our  his- 
tory. The  facts  of  this  situation  cannot  help  but 
bring  some  feelings  of  fear  and  apprehension  to  any 
intelligent  person.  Any  change  in  the  sovereignty  of 
this  country  would  seriously  affect  the  economic 
and  social  status  of  each  one  of  us. 

Remarkable  changes  have  come  in  almost  every 
phase  of  our  living.  Food  is  higher  and  there  is  a 
limited  variety.  Gasoline  is  rationed  and  we  are  told 
that  rubber  for  tires  will  be  very  limited.  The  avail- 
able liquor  supply  is  said  to  be  vanishing  like  an 
icicle  in  a July  sun.  The  blackout  has  changed  our 
eating,  social,  entertainment  and  work  habits.  The 
sending  of  women  and  children  to  the  mainland  has 
brought  about  tremendous  changes  in  family  and 
social  life  and  in  the  sex  lives  of  the  remaining  men 
and  women.  The  repercussions  of  this  one  situation 
alone  will  be  evidenced  for  generations.  Many  people 
are  frozen  to  their  jobs — others  are  given  jail  sen- 
tences for  refusing  to  work.  Travel  is  markedly 
restricted.  The  high  percentage  of  alien  Japanese 
and  Americans  of  Japanese  ancestry  in  the  Territory 
presents  a unique  problem  both  to  themselves  and 
to  the  military  authorities.  Individually  these  things 
are  essentially  minor;  collectively  they  add  up  to 
some  importance. 

The  mention  of  these  well  known  factors  and 
situations  is  sufficient  to  indicate  the  sources  of 
many  emotional  and  personality  problems.  Practi- 
cally everyone  in  Hawaii  during  these  months  has 
been  under  considerable  emotional  tension.  It  is  a 
normal  reaction  for  the  intelligent,  sane  individual. 
It  may  be  evidenced  in  a loss  of  weight;  loss  or 
increase  of  appetite;  increase  in  rate  of  liquor  con- 
sumption; poorer,  more  restless  sleep  with  an  in- 
crease in  dreams,  particularly  of  the  fear  or  catas- 
trophic type;  development  of  gastro-intestinal  dif- 
ficulties with  hyperacidity,  gastric  ulcers,  or  di- 
arrhoea; urinary  frequency;  depressive  feelings;  un- 
explained irritability;  and  other  complaints  which 
are  best  explained  as  anxiety  symptoms.  Many  peo- 
ple evidence  a decrease  in  efficiency  or  show  in- 
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stances  of  remarkably  poor  judgment  as  contrasted 
to  their  usual  even-tempered  level-headedness.  Others 
will  do  things  which  they  cannot  explain  except  per- 
haps on  a neurotic  or  day-dreaming  basis. 

It  has  been  our  job  to  examine  and  treat  the 
majority  of  the  psychiatric  patients  developing  in 
the  civilian  population.  On  the  seventh  we  dis- 
charged most  of  our  patients  to  make  room  for 
surgical  cases.  For  three  weeks  we  admitted  very 
few  patients  and  not  a single  Oriental  patient.  Since 
that  time  our  patient  load  has  markedly  increased 
both  in  number  and  in  intensity  of  symptoms.  In 
the  last  six  months  we  have  had  the  most  disturbed 
group  of  patients  that  1 have  seen  in  my  four  years 
in  Hawaii.  The  largest  group  falls  into,  the  schizo- 
phrenic classification  with  the  catatonic  and  para- 
noid types  predominating.  Many  of  these  patients 
are  found  to  have  been  making  a marginal  adjust- 
ment before  the  onset  of  the  war.  The  increased 
difficulties  of  adjustment  under  wartime  conditions 
have  been  greater  than  the  individual  was  capable 
of  meeting  successfully.  Furthermore,  a stricter  check 
and  demand  for  higher  level  of  performance  has  been 
made  by  the  civilian  police.  Federal  Bureau  of  Inves- 
tigation. and  the  Army  and  Navy  Intelligence  Serv- 
ices. Many  reports  of  espionage,  sabotage,  spies  and 
other  forms  of  enemy  activity  were  traced  to  schizo- 
phrenic and  paranoid  patients.  They  reported  things 
that  had  not  happened.  We  have  seen  many  psycho- 
neurotic patients  and  a number  of  cases  of  major 
hysteria  with  aphonia  or  paralysis  This  type  of  cas: 
was  a rarity  here  before  the  war.  We  have  seen  a 
number  of  very  severe  neuroses,  generally  with  hypo- 
chondriacal trends,  particularly  in  Japanese.  The 
most  pertinent  finding  is  the  adynamic  character 
of  the  illness — the  apparent  lack  of  any  immediate 
obvious  cause. 

In  contrast  with  public  opinion,  we  have  seen 
relatively  few  alcoholic  patients  in  the  last  few 
months.  During  the  period  of  prohibition  we  saw 
more  alcoholics  and  more  patients  with  delirium 
tremens.  Generally  they  had  obtained  their  alcohol 
from  irregular  sources  — such  as  bay  rum  from 
Kress’,  or  Vitalis. 

About  two-thirds  of  our  patient  load  has  been 
composed  of  malihinis,  and  the  men  are  in  the 
majority.  This  group  has  presented  a wide  variety 
of  reactions.  The  men  are  usually  defense  workers 
who  have  been  brought  here  from  the  mainland. 
Some  are.  old  mental  patients  who  have  escaped  or 
been  paroled  from  mainland  mental  hospitals.  Some 
are  psychopathic  personalities  who  are  typical  nomads 
with  a colorful  and  varied  history  of  previous  ex- 
ploits, including  criminal  records,  sexual  irregulari- 


ties, irresponsibility,  frequent  work  changes,  lying 
and  inefficiency.  Others  are  rural,  small-town,  home 
boys  who  have  never  been  away  from  the  protection 
and  security  of  a familiar  scene.  Life  here  may  be- 
come too  complicated  and  difficult  for  them,  re- 
quiring more  give  and  take,  stamina,  and  flexibility 
than  they  are  capable  of  giving. 

Another  group  shows  strong  paranoid  trends  with 
delusions,  hallucinations  and  a typical  panic  state. 
Often  these  individuals  have  not  had  a previous 
mental  illness  and  may  have  made  a fairly  satisfac- 
tory adjustment  in  their  former  situation.  They 
usually  have  strong  latent  homosexual  trends  which 
may  have  never  been  expressed  overtly.  Placing 
them  in  close  proximity  on  shipboard  or  in  bunk- 
houses  with  large  groups  of  men  precipitates  the 
illness.  Usually  under  these  circumstances  there  is 
considerable  talk  of  sexual  topics.  Some  of  these 
stories  may  be  directed  at  the  individual,  or  he  mav 
think  that  they  are;  or  some  overt  homosexual  in 
the  group  may  actually  approach  him  requesting 
relations.  Other  situational  and  psychological  factors 
may  aid  in  precipitating  the  illness.  One  of  the  out- 
standing peculiarities  of  psychiatric  practice  here 
is  the  limited  number  of  manic  depressive  psychoses. 
The  war  has  not  changed  this.  For  the  purpose  of 
the  record,  let  me  state  that  we  have  not  made  a 
diagnosis  of  war  neurosis  or  war  psychosis  since  the 
onset  of  the  war.  Nor  have  we  seen  any  patients  with 
what  some  are  prone  to  call  "shell  shock.” 

A few  cases  of  organic  psychoses  have  appeared. 
Some  individuals  who  arrived  in  the  Islands  to  do 
fairly  important  jobs  were  found  to  have  general 
paresis  on  examination.  Some  cases  of  toxic  psychoses 
have  been  seen.  The  most  dramatic  of  these  have  been 
the  cases  of  alcoholic  hallucinosis  occurring  several 
days  after  the  individual  had  stopped  drinking,  per- 
haps at  sea  on  a boat  where  no  alcohol  was  available. 

After  w'C  arrive  at  a diagnosis  we  attempt  to 
treat  the  majority  of  our  cases.  This  treatment  con- 
sists of  doing  anything  available  which  we  think  will 
help  the  patient.  We  attempt  to  build  up  his  phy- 
sical condition,  and  to  provide  psychiatric  nursing 
care,  generally  on  an  open  hospital  ward  with  the 
surroundings  as  pleasant  as  we  can  make  them.  If 
it  is  indicated,  we  order  physiotherapy  in  the  form 
of  massage,  prolonged  baths,  wet  packs,  cold  show- 
ers or  outdoor  games.  We  use  insulin  and  metrazol 
shock  therapy  wherever  we  feel  it  is  indicated.  We 
give  out-patients  a generous  portion  of  occupational 
therapy  in  a department  where  there  is  usually  a 
trained  registered  psychiatric  occupational  therapist 
for  every  eight  or  ten  patients.  Here  the  effort  is  to 
individualize  the  treatment  and  to  provide  activity 
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that  is  indicated  by  the  psychiatric  findings.  The 
psychiatrist  usually  sees  the  patient  daily  for  psy- 
chiatric treatment  interviews.  Here  the  patient  has 
an  opportunity  to  talk  about  his  problems  with  an 
understanding  friendly  doctor,  to  gain  insight  into 
his  difficulties  and  the  nature  of  his  illness  and  to 
make  plans  for  the  future  management  of  his  life. 

This  approach  must  be  individual;  it  must  con- 
sider the  total  individual;  it  must  be  skilled  and 

experienced  and  it  must  be  done  by  a psychiatrist 
trained  in  modern  dynamic  psychiatry.  Under  such 
conditions  a majority  of  these  patients  recover  suf- 
ficiently to  return  to  the  community  and  fulfill 

a useful  function  or  to  travel  unaccompanied  to  the 
mainland  and  return  home.  The  average  length  of 
stay  of  a patient  in  our  clinic  is  less  than  two  weeks. 
Our  percentage  of  readmissions  is  not  higher  than 
that  of  average  psychiatric  clinics. 

There  are  one  or  two  points  that  I would  like 
to  make.  First,  mental  patients  are  sick  as  a result 
of  a variety  of  factors  and  they  are  sick  with  a 
variety  of  mental  illnesses.  There  is  too  much  of 
a tendency  to  place  all  patients  showing  mental 
symptoms  or  personality  difficulties  in  one  category 
and  to  immediately  believe  that  they  are  untreatable 
and  incurable.  Modern  psychiatry  grew  out  of  the 
first  world  war.  Modern  psychiatry  is  treatment 
psychiatry — it  is  examining,  studying,  formulating, 
treating  and  doing  something  with  and  for  mental 
patients.  It  produces  very  real  results.  It  is  to  be 
distinguished  from  the  1890,  Kraepelinian,  diagnos- 
tic, old-fashioned  state-hospital  type  of  psychiatry 
which  was  content  with  placing  labels  on  patients 
and  shaking  heads  over  the  sad  outlook. 

The  crux  of  the  success  of  the  newer  approach 
is  to  start  treatment  early  in  proper  surroundings 
with  an  adequately  trained  staff.  It  is  a teamwork 
job  requiring  psychiatric  nurses,  occupational  thera- 
pists and  others  in  addition  to  the  psychiatrists.  It 
cannot  be  done  in  a ward  resembling  a jail. 

So  much  for  our  experience  with  the  civil  popu- 
lation and  our  methods  of  handling  them.  I would 
like  to  suggest  several  steps  which  would  help  the 
situation: 

1.  More  careful  selection  of  defense  workers  on 
the  mainland.  A properly  qualified  psychia- 
trist could  eliminate  many  of  the  individuals 
who  become  psychiatric  casualties  under  exist- 
ing arrangements. 

2.  A more  satisfactory  labor-relations  program 
between  contractors  and  employees  would  les- 
sen the  human  wear  and  tear  and  increase 
morale. 


3.  Improvement  of  living  conditions  and  re- 
creational programs  for  defense  workers. 

4.  Increase  the  facilities  and  personnel  presently 
available  for  the  care  of  psychiatric  cases  in 
Honolulu. 

I would  like  to  ask  your  indulgence  for  a few 
minutes  in  a consideration  of  the  psychiatric  problems 
among  the  armed  forces.  We  have  seen,  as  patients, 
officers  and  men  who  have  come  to  us  on  their  own 
initiative  for  examination  and  treatment;  and  we 
have  seen  others  at  the  request  of  officers  or  govern- 
ment officials.  Nothing  that  I have  to  say  in  this 
regard  is  said  in  the  spirit  of  criticism,  but  rather 
in  terms  of  our  scientific  interest  in  these  problems 
and  in  the  hope  that  it  may  aid  in  the  defense  of 
our  country.  It  is  our  impression  that  there  exists 
in  some  military  organizations,  among  the  line  and 
medical  officers,  a lack  of  appreciation  of  the  im- 
portance of  the  minor  personality  disorders,  such 
as  the  psychoneuroses.  Patients  of  this  type  come 
to  us  with  the  story  that  they  have  reported  their 
difficulties  only  to  be  told  “aw,  forget  it”  or  "you’re 
crazy”  or  to  be  given  some  medicine  which  is  ob- 
viously not  a specific.  The  impression  seems  to  exist 
that  personality  problems  only  beqome  important 
when  they  have  developed  to  the  stage  of  major  psy- 
choses— at  which  time  they  call  for  drastic  measures 
usually  resulting  in  evacuation.  This  attitude  is  al- 
lied with  ideas  that  most  patients  with  mental  illness 
are  malingering  or  that  “if  you  can’t  take  it  we  don’t 
want  (or  need)  you;”  or  that  once  a patient  shows 
any  evidences  of  a psychiatric  disorder,  he  is  "washed 
up”  and  his  usefulness  to  the  military  is  over.  None 
of  these  attitudes  is  completely  correct  or  scienti- 
fically accurate.  Some  of  the  most  valuable  people 
in  any  organization  show  personality  deviations.  The 
so-called  mythical  normal  or  perfect  individual  does 
not  exist.  We  all  have  our  margins  between  adjust- 
ing to  situations  in  a normal  or  usual  manner,  and 
showing  evidences  of  personality  dysfunction.  Many 
a very  well  adjusted  individual  has  shown  profound 
psychiatric  symptoms  with  delusions  and  hallucina- 
tions on  a toxic  basis  with  some  infectious  disease 
or  in  exhaustion  states,  only  to  recover  later  and 
perform  at  his  previous  high  level.  To  maltreat,  or 
arrange  for  the  discharge  of,  such  a patient  during 
his  illness  brings  about  an  unnecessary  loss  of  man- 
power. On  the  other  hand,  patients  with  proven 
poychopathic  personalities  or  deep-seated  neuroses  un- 
responsive to  treatment,  schizophrenics  with  poor 
personality  resources  and  previous  poor  life  adjust- 
ment, and  homosexuals  of  the  constitutional  type 
should  be  ushered  out  of  the  services  in  the  best 
possible  shape  with  adequate  recorded  evidence,  lest 
cheir  sickness  call  for  a long  time  drain  on  the 
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government  pocketbook.  An  example  of  the  policy 
to  which  I am  referring  was  the  case  of  an  intelligent 
well-intentioned  constitutional  homosexual  who 
found  it  increasingly  difficult  to  live  on  shipboard 
with  a group  of  men  without  indulging  in  sexual 
relations,  yet  was  told  that  he  could  not  get  a 
change  of  duty  or  release  except  by  committing  an 
act  and  getting  court-martialed. 

In  the  last  war  we  found  that  psychiatric  prob- 
lems became  very  important.  This  applied  to  the 
morale  of  the  armed  forces  in  general  and  to  the 
management  and  treatment  of  the  individual  psy- 
chiatric case.  One-third  of  our  casualties  in  the  first 
World  War  were  psychiatric  cases.  Our  government 
is  still  paying  out  a tremendous  sum  of  money  each 
year  on  the  psychiatric  casualities  of  the  last  war. 
England  has  found  in  the  present  war  that  prompt 
and  early  treatment  of  psychiatric  cases  by  qualified 
personnel  pays  good  dividends.  The  point  I wish  ta 
make  is  this:  It  is  apparently  the  policy  of  the  mili- 
tary not  to  treat  psychiatric  disorders  in  Hawaii. 
We  believe  that  the  immediate  and  adequate  treat- 
ment of  psychiatric  disorders  is  just  as  important  ar, 
the  early  treatment  of  wounds,  burns,  fractures  or 
any  of  the  other  war  casualties.  Early,  proper,  and 
adequate  treatment  will  return  many  of  these  pa- 


tients to  duty,  prevent  long-time  chronic  mental 
illnesses  and,  on  the  other  hand,  remove  from  the 
combat  zone  chronic  personality  deviants  who  crip- 
ple the  morale  of  the  group  or  absorb,  uselessly,  the 
time  of  officers.  These  thoughts  are  given  in  all 
sincerity  as  suggestions  for  consideration. 

I believe  as  you  do  that  we  are  going  to  win  this 
war.  I like  the  United  States  and  I like  Americans. 
There  are  a few  things  that  are  not  perfect  and  there 
are  a few  people  whom  I do  not  like.  However,  I 
don’t  know  of  any  place  or  country  that  I like  better. 
We  believe  in  the  square  deal  for  everybody  and  the 
guy  who  is  in  trouble  can  get  a lot  of  help.  We  have 
brain,  ability,  common  sense  and  great  resources  in 
men  and  materials.  However,  the  task  is  great  and 
it  will  be  necessary  to  develop  and  conserve  the 
morale  or  mental  health  of  the  armed  forces  to  the 
highest  degree  possible.  I believe  that  modern  psy- 
chiatry has  a contribution  to  make  in  this  field.  It 
is  only  through  intelligent  consideration  of  the  needs 
and  functions  of  the  individual  that  we  can  keep  a 
maximum  number  of  men  functioning  at  a high 
level  of  personality  efficiency.  America  possesses 
greater  skill  and  knowledge  of  how  much  of  this  can 
be  accomplished  than  any  other  nation.  I have  faith 
that  our  leadership  will  call  upon  this  knowledge 
and  skill. 
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Once  upon  a time  there  was  a little  American 
city  completely  surrounded  by  soldiers,  sailors  and 
salt  water.  This  little  town  was  peculiar  in  its  geo- 
graphic location,  which  had  advantages  and  disad- 
vantages. Its  people,  too,  were  peculiar.  They  were 
made  up  of  the  usual  proportion  of  churchly  people, 
some  inclined  to  stick  their  noses  into  other  peoples’ 
business  and  morals,  others  content  to  occupy  their 
spare  time  in  the  worship  of  God.  There  was  the 
usual  complement  of  the  rougher  element,  with  toil 
as  a background,  and  a hearty,  robust  way  of  living. 
The  bulk  of  the  population  was  made  up  of  the 
great  American  middle  class,  that  lived  rather  de- 
corously and  minded  its  own  business.  Beside  these, 
however,  was  a very  large  number  of  soldiers  and 
sailors,  and  then  too,  besides,  many  young  unmarried 
men  who  had  come  in  to  work  on  the  plantations. 
Youth  will  be  served.  The  churchly  moralists  might 
preach  and  cajole  and  exhort  all  they  wanted  to; 
a man  was  a man  "for  a’  that  and  a’  that.”  The  long 
arm  of  the  law  could  reach  out  and  scatter  the 
prostitute  to  the  four  winds — but  a man  was  a 
man  for  a’  that,  and  he  found  her  when  the  wind 
died  down. 

This  little  city  acquired  an  undeserved  reputation 
for  lasciviousness,  for  being  "wide  open,”  for  en- 
couraging sexual  irregularities,  and  for  voluptuous 
abandonment.  One  naturally  supposed  that  this  large 
body  of  soldiers,  sailors  and  laborers  would  acquire 
venereal  infections  at  a very  high 'Tate,  in  spite  of 
the  venereal  prophylactic  stations  which  the  armed 
forces  maintained,  here  as  elsewhere.  This,  however, 
was  really  not  a fact — among  the  military,  the  local 
rate  was  somewhat  less  than  that  for  all  the  other 
military  forces  of  all  the  United  States.  For  many 
years  that  difference  was  not  very  striking.  By  look- 
ing at  the  pictures  I have  drawn  you  will  see  that 
for  the  years  1921  to  1928  inclusive,  the  rate  was 
only  slightly  lower.  But  after  that,  if  you  have  been 
properly  refracted,  and  are  not  refractive,  you  will 
note  a very  decided  fall  in  the  local  rate.  To  be  sure, 
the  rate  of  the  Army,  as  a whole,  had  also  fallen 
in  a gratifying  way,  but  if  you  will  remember  that 
the  lines  follow  the  rates  per  thousand,  (not  total 
cases)  you  must  acknowledge  that  the  fair  little  city 
had  something  worth  investigating. 


All  statistics  are  liars,  of  course,  and  I do  not 
believe  any  one  would  care  to  ascribe  the  decrease 
graphed  in  these  statistics  wholly  to  the  improved 
personal  morals  of  the  military  personnel — that  the 
fall  is  due  to  that,  in  part,  and  in  part  to  greater 
intelligence  and  education,  I think  no  one  will  gain- 
say. 

It  is  obvious,  then,  that  something  happened  in 
about  192  8 to  alter  the  picture  most  decidedly.  That 
was  about  the  year  that  Somerset  Maugham  glorified 
Sadie  Thompson,  her  missionary  friend  and  the  moun- 
tains of  Nebraska.  But  that  could  not  have  been  the 
reason.  The  gonococcus,  the  treponema  and  the 
Ducrey  bacillus  may  have  simultaneously  lost  their 
infectivity,  but  that  seems  hard  to  believe.  The 
vigorous  antivenereal  propaganda  had  not  yet 
emanated  from  Washington.  The  words  syphilis  and 
gonorrhea  had  not  yet  become  parlor  and  class-room 
words.  The  local  police  department  had  not  suddenly 
improved — as  a matter  of  fact,  it  was  at  that;  time 
rapidly  slipping  toward  the  abominable  conditions 
which  in  1932  necessitated  a complete  reorganiza- 
tion. No  highly  efficacious  prophylactic  vaccine  for 
syphilis  or  gonorrhea  had  been  discovered;  the  sul- 
fonamide compounds  had  been  synthesized  but  were 
still  chemical  curiosities,  not  practical  prescriptions. 
My  friend  Petersen*  could  probably  correlate  the  drop 
with  changes  in  the  weather  or  in  the  condition  of 
the  sun  spots,  but  despite  our  friendship  I would  still 
be  skeptical.  Many  theoretical  answers  might  be 
offered  beside  the  simple  one  of  coincidence. 

It  would  seem  a pity  not  to  record  the  observa- 
tions and  opinions  of  one  who  watched  this  change 
at  close  range.  It  is  hard  to  distinguish  between  fact 
and  fancy,  between  truth  and  rumor;  and  the 
following  would  not  and  could  not  be  offered  as 
sworn  testimony  in  court.  It  is  only  our  understand- 
ing of  the  situation,  and  we  have  sincerely  tried  to 
understand  it,  without  preconceived  or  personal  bias. 

Let  us  take  the  situation  as  we  saw  it,  or  thought 

we  saw  it,  in  1923.  There  were  many — some  estimated 

ten,  others  twenty-five  — houses  of  prostitution 

scattered  about  the  town;  all  were  miles  from  mili- 

* William  F.  Petersen  of  the  University  of  Illinois  Medical 
School,  author  of  The  Patient  and  the  Weather,  Ann  Arbor, 
Edwards  Bros. — Ed. 
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Chart  i.  Tabulated  comparison  of  the  rates  per 
thousand  for  syphilis  in  soldiers  in  continental  United 
States  and  the  local  rates,  1921-1940,  inclusive. 


paper  on  which  they  were  written.  There  was  a mili- 
tary prophylactic  station  but  it  was  a long  distance 
from  the  houses  of  prostitution,  particularly  if  the 
path  was  made  devious  by  alcohol,  as  it  so  frequent- 
ly was.  Let  me  stress  that  long  period  between  con- 
tact and  prophylaxis,  no  matter  how  efficient  or  rig- 
orous the  latter  may  have  been.  The  marvel  is  that 
the  local  rate,  in  the  Army,  was  not  consistently 
higher  than  in  the  Army  at  large. 

As  you  will  note,  from  the  pictures  I have  drawn, 
something  happened  to  venereal  diseases  in  1928,  and 
it  continued  to  happen.  The  Army,  as  a whole,  has 
an  enviable  record,  as  depicted  by  the  upper  line, 
but  if  it  could  acquire  the  honor  of  the  lower  line — 
our  little  City’s — that  would  be  something  indeed, 
even  at  the  expense  of  preconceived  notions  of  policy, 
morality,  expediency — what  not. 

I asked  a kamaaina*  here  if  he  could  account  for 
that  sudden — and  maintained — drop  in  our  venereal 
rate;  he  raised  his  eyebrows,  smiled  a broad  grin 
and  said,  "Sure;  but  don’t  quote  me.” 


tary  establishments.  Certainly  the  police  knew,  but 
they  closed  one  eye  so  long  as  the  prostitutes  did  not 
disturb  the  peace.  Whether  the  cop  on  the  beat  took 
graft  for  this  or  not,  no  one  knows.  Clandestine  and 
amateur  prostitution  was  widespread  in  the  parks. 
There  was  little  if  any  medical  supervision  of  these 
prostitutes,  and  they  may  have  remained  infectious 
for  many  weeks.  Little  or  no  effort  was  made  by 
either  civil  or  military  authorities  to  trace  the  source 
of  infections.  Civilian  statistics  were  not  worth  the 


Quote:  "About  in  192  8 there  arrived  on  the 
scene  an  officer  of  the  Military  Police  who  gave  one 
the  impression  of  a 'flat-foot’  with  previous  expe- 
rience in  practical  police  work.  He  was  hard-boiled, 
but  very  understanding  of  the  young  soldier.  At 
about  the  same  time,  the  Medical  Corps  seemed  to 
have  waked  up  and.  there  was  smooth  cooperation 
between  them  and  the  Military  Police.  An  effort  was 


Chart  ).  Tabulated  comparison  of  U.  S.  Army  ven- 
ereal rates  (per  thousand)  for  syphilis,  gonorrhea 
and  chancroid  in  continental  United  States  (including 
Alaska),  and  the  local  rates,  1921-1941,  inclusive. 
(From  the  Annual  Reports  of  the  Surgeon  General). 


Chart  2.  Tabulated  comparison  of  the  rates  per 
thousand  for  gonorrhea  in  soldiers  in  continental 
United  States  and  the  local  rates,  1921-1940.  inclusive. 


made  to  determine  the  origin  of  every  case  of  venereal 
disease;  after  the  patient  had  received  some  treat- 

*01d-timer;  lit.,  “child  of  the  land.’’ — Ed. 
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ment  he  was  taken  downtown  by  the  Military  Police 
in  an  effort  to  identify  the  prostitute  from  whom 
he  might  have  acquired  the  infection.  If  two  or  three 
or  more  cases  were  traced  to  a single  prostitute,  the 
proprietress  was  advised  to  get  rid  of  her.  If  the 
madam  got  obstreperous  or  failed  to  take  the  hint, 
the  house  was  declared  out  of  bounds,  an  M.P.  was 
posted  at  the  door,  and  the  house  soon  folded  up, 
for  the  sight  of  the  M.P.  scared  away  civilian 
patronage  as  well  as  military. 

"This  gentle,,  efficacious,  unofficial  pressure  soon 
brought  ample  cooperation  from  the  proprietresses 
of  all  the  established  houses  of  prostitution,  and  they 
made  a real  cooperative  effort  to  remove  any  infectec 
prostitutes  from  circulation;  the  effort  was  effective 
because  it  was  motivated  by  pure  selfishness  on  their 
part. 

"Shortly  after  this  the  local  civil  police  depart- 
ment reached  a stage  which  demanded  that  it  be 
taken  out  of  politics  and  turned  over  to  a com- 
mission of  representative  business  men  of  the  com- 
munity. It  drafted  a very  able  business  executive — 
with  previous  Army  experience — as  Chief  of  Police, 
and  he  reorganized  the  department  most  efficiently, 
before  he  turned  it  over  to  an  equally  efficient,  but 
professional,  police  officer.  There  was  thus  established 
close  cooperation  of  the  Military  Police,  the  Shore 
Patrol,  and  the  vice  squad  of  the  civilian  police.  The 
personnel  of  the  latter  was  changed  at  frequent  in- 
tervals, for  the  sake  of  efficiency  and  to  remove  any 
temptation  to  accept  gratuities  from  the  prostitutes 
or  their  employers.  When  the  commanding  officer 
of  the  Military  Police  was  routinely  removed,  he  was 
replaced  by  an  equally  competent  man  who  had 
married  into  a prominent  medical  military  family 
and  so  had  some  medical  and  epidemiological  back- 
ground. 

"That  was  almost  an  ideal  setup:  a Chief  of 
Police  who  could  not  be  bought,  quite  independent 
of  politics;  a police  commission  made  up  of  men  of 
undoubted  honor,  sincerity  and  ability;  a cooperative 
Medical  Corps  in  the  Army  and  the  Navy;  a Mili- 
tary Police  and  Shore  Patrol  who  took  their  un- 
savory task  seriously;  and  a civilian  medical  pro- 
fession which  was  beginning  to  take  the  weekly 
examinations  of  prostitutes  with  a sense  of  respons- 
ibility and  to  take  a like  attitude  toward  the  report- 
ing of  venereal  disease.  The  civilian  health  depart- 
ment gave,  at  least,  laboratory  and  statistical  help. 
Madams  became  dreadfully  afraid  that  venereal 
diseases  might  be  traced  to  their  houses  and  they 
therefore  watched  their  employees  with  alertness.  The 
Chief  of  Police  had  ruled  that  there  would  be  no 
liquor  in  these  houses  and  that  panderers  and  pimps 


Fennel 

were  definitely  out.  And  what  the  Chief  said,  be- 
lieve me,  went.  Of  course,  prostitution  was  still  un- 
recognized and  illegal,  but  the  sanctimonious  moral- 
ists recognized  that  the  problem — the  necessary  evil 
— was  being  handled  decorously  and  efficiently,  and 
so  remained  silent;  the  baser  politicians,  who  might 
have  profited  from  a different  system,  had  had  their 
ears  pinned  back;  they  could  only  grumble  ineffect- 
ually. 

"At  about  this  time  some  unknown  benefactor 
of  this  community  had  a happy  thought,  that  made 
the  venereal  rate  continue  to  coast  down  hill  at  an 
accelerated  rate.  He  deserves  a decoration. 

"The  efficacy  of  venereal  prophylaxis  is  directly 
proportional,  not  to  the  strength  of  the  medicaments 
used,  but  to  the  time  elapsing  between  exposure  and 
application  of  prophylaxis.  Some  one  (how  I should 
like  to  sing  praises  in  his  name)  persuaded  several 
of  the  madams  that  they  probably  would  get  fewer 
complaints  and  rarer  'close-ups’  if  their  prostitutes 
themselves  gave  their  patrons  immediate  prophylaxis, 
no  matter  how  drunk  or  disinclined  these  might  be. 
It  placed  an  added  burden  on  the  prostitute,  for  her 
fee  of  three  dollars,  but  apparently  it  bore  results, 
for  very  soon  all  the  established  houses  made  this  a 
fixed  rule  and  the  madams  quickly  fired  any  pros- 
titute who  failed  in  her  duty.  Theory  is  one  thing; 
this  was  practice. 

"Besides  soap  and  water,  a number  of  agents 
have  been  employed;  potassium  permanganate  or  an 
organic  silver  salt  solution  are  popular  for  intra- 
meatal  or  urethral  injection,  augmented  by  a mer- 
curial ointment  for  the  glans  and  prepuce. 

"Weekly  examination,  besides  clinical  inspection, 
of  cervical  and  urethral  smears  is  the  rule.  All  the 
prostitutes  from  one  house  are  examined  by  the  same 
physician,  selected  by  the  proprietress;  the  prostitutes, 
however,  have  free  choice  of  physician  for  treatment 
of  illness  other  than  venereal.  A serologic  test  for 
syphilis  is  required  once  every  three  months. 

"More  recently  cultures  for  gonococci  have  come 
into  prominence.  Their  real  public  health  value  has 
not  yet  been  established;  in  the  hands  of  the  inex- 
perienced, the  number  of  positives  is  fictitiously 
high,  for  a number  of  reasons.  New  arrivals  in  the 
community  have  cultures  of  cervix  and  urethra 
made  at  a semi-public  clinical  institution.  The  same 
holds  good  for  those  against  whom  a complaint  has 
been  registered.  Routinely,  they  have  cultures  taken 
once  a month  by  their  examining  physician. 
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"The  public  health  value  of  these  routine  smears 
and  cultures  is  probably  very  nearly  zero,  but  it 
certainly  makes  these  women  acutely  health-con- 
scious, and  probably  therefore  increases  the  efficiency 
with  which  they  apply  prophylaxis  to  their  patrons. 
It  also  increases  the  income  of  some  physicians,  al- 
though, by  and  large,  most  reputable  physicians  dis- 
like this  sort  of  practice.  Some  have  carried  it  on  only 
out  of  a spirit  of  altruism  and  concern  for  com- 
munity welfare. 

"So  there  is  what  I think  happened,  and  you  can 
easily  see  what  I think  caused  our  low  venereal  rate.” 
Thus  spoke  the  kamaaina,  in  substance. 

Then  into  this  Garden  of  Eden  wandered  a poli- 
tician. He  received  appointment  to  the  police  com- 
mission, replacing  a man  of  undoubted  integrity  and 
ability.  He  opened  up  for  public  discussion  the  whole 
problem  of  prostitution,  was  quoted  at  length  in  the 
newspapers,  and  advocated  strict  law-enforcement. 
Since  the  law  failed  to  recognize  the  prostitute,  she 
was  to  be  driven  out  of  her  accustomed  house  that 
was  known  and  watched,  into  the  community  at 
large,  where  she  would  be  a temptation  to  the  patrol- 
man on  the  beat  and  a nuisance  to  her  neighbors. 
For  a while  the  situation  was  very  discouraging  for 
those  of  us  who  had  taken  an  interest  in  our  enviable 
venereal  rate. 

His  fellow  commissioners  bravely  outvoted  him 
on  his  policy;  he  became  rather  articulate  in  the 
newspapers,  but  the  public  seemed  rather  apathetic 
to  his  legalistic  insistence. 

At  a most  opportune  moment  the  Federal  Gov- 
ernment called  the  commissioner  back  into  service 
and  it  became  necessary  for  him  to  resign  from  the 
police  commission.  Whereupon — poetic  justice — the 
former  volunteer,  temporary  chief  of  police  was  ap- 
pointed to  the  vacancy! 

So  that  was  that.  The  venereal  disease  rate  for 
1942  is  a military  secret.  So  is  the  administration  of 
the  problem.  Up  to  this  time,  however,  the  charts 
and  the  tabulation  speak  for  themselves;  there  can 
be  no  doubt  but  that  our  venereal  rate  up  to  1942  is 
surprisingly  low.  I am  convinced  that  the  chief 
reason  for  this  is  that  reasonably  competent  prophy- 
laxis has  been  applied  after  a minimum  of  time  after 
exposure,  by  the  prostitute  herself.  It  goes  without 
saying  that  the  venereal  rate  in  the  civilian  com- 
munity mirrors  that  of  the  armed  forces.  Civilian 
reports  are  trustworthy  for  only  the  last  few  years, 
if  then,  so  comparisons  cannot  be  made. 

There  are  two  fundamental  attitudes  toward  the 
prostitute  problem:  the  "Control,”  as  exemplified 


in  the  local  situation,  and  the  "Dispersal,”  as  ad- 
vocated by  such  prominent  persons  as  Vonderlehr, 
the  Assistant  Surgeon  General,  and  his  Advisory 
Committee.  They  believe  in  dispersal,  in  making 
the  prostitute  as  difficult  as  possible  to  find  and  in 
that  way  cutting  down  the  number  of  contacts;  re- 
duced contacts  mean  fewer  new  venereal  cases,  (ipso 
facto.)  This  is  the  method  almost  universally  prac- 
ticed in  the  United  States  at  large,  particularly  near 
army  camps.  This  probably  is  more  efficacious,  par- 
ticularly against  gonorrhea,  than  no  action  at  all,  as 
witness  the  decline  of  the  venereal  rate  throughout 
the  country.  However,  our  system  is  different,  and 
our  rate  is  much  lower.  (If  one  could  only 
say,  with  assurance,  "post  hoc,  ergo  propter  hoc.”) 
It  is  too  bad  that,  for  the  sake  of  Science,  we 
could  not  have  practiced,  for  a time  at  least,  the 
system  advocated  by  Vonderlehr’s  committee,  to  see 
whether  our  rates  would  have  risen  to  the  level 

prevalent  in  the  United  States  at  large — or  have 

been  reduced  to  new  unbelievable  lows. 

This  committee  (Vonderlehr’s)  consists  of  eight 
physicians  and  a statistician;  the  addition  of  a good, 
practical  policeman  might  have  helped.  They  out- 
lined and  set  up  a scheme  for  venereal  disease  control 
that  would  eat  up  much  tax  money  and  admit  manv 
tax  eaters  to  the  pay  roll.  Our  system  is  quite  cheap. 

They  say:  "The  venereal  diseases  still  constitute 
the  most  serious  public  health  problem  in  the  develop- 
ment of  the  national  defense  program.”  That  may 

be  true,  but  the  figures  from  the  draft  boards  do 

not  give  them  overwhelming  support.  The  local 
draft  boards  examined  more  than  12,000  selectees; 
in  that  number  they  found  only  158  positive  sero- 
logic reactors  for  syphilis  (1.3  per  ce.it);  there  was 
no  primary  or  secondary  syphilis  with  the  exception 
of  one  transient — not  a resident — who  was  found 
with  a primary  lesion.  In  these  more  than  12,000 
examined,  there  were  fewer  than  six  recognized  cases 
of  gonorrhea. 

They  say  that — as  with  other  communicable 
diseases — "it  is  essential  that  persons  who  are  actually 
or  potentially  infected  with  the  venereal  diseases 
should  not  be  permitted  to  make  promiscuous  and 
unrestricted  contacts  which  will  spread  the  diseases 
to  healthy  people.  This  principle  of  epidemiology 
applies  with  the  same  force  in  the  control  of  the 
venereal  diseases  as  in  the  control  of  other  com- 
municable diseases.  The  members  of  this  committee, 
therefore,  deplore  the  practice  of  toleration  and 
segregation  of  prostitutes,  either  clandestine  or  pro- 
fessional, and  urge  that  the  proper  repressive  steps 
be  taken  by  constituted  police  authorities.  All  health 
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officers  should  cooperate  with  and  encourage  the 
police  authorities  in  their  jurisdictions  to  enforce 
existing  laws  prohibiting  any  person  from  engaging 
in  prostitution  or  such  related  activities  as  procuring, 
solicitation  and  assignation.” 

They  present  recommendations  for  a rather 
complicated  proposed  method,  but  offer  very  little 
evidence  or  assurance  that  it  will  achieve  the  desired 
results.  We,  locally,  have  tried  a different  system, 
prolonged  and  persistent;  we  submit  our  methods 
and  results  for  inspection  and  analysis. 

For  the  sake  of  Science  it  may  be  hoped  that 
one  of  these  inspired  attempts  to  upset  the  local 
system  of  procedure,  or  to  so  alter  it  as  to  emascu- 
late it,  will  be  put  into  force,  wholly  and  "all  out;” 
but  in  the  same  breath,  it  is  to  be  hoped  that  he,  she. 


or  it  responsible  for  the  change  will  be  in  a position 
to  accept  the  plaudits  for  success  and  will  be  equally 
strong  to  shoulder  the  results  of  failure.  Pray  that 
it  be  an  admiral  or  a major  general  or  a surgeon 
general,  from  whom  we  may  get  trustworthy  data — 
not  an  inanimate  bureau,  a group  of  capital  letters, 
a group  of  women,  or  some  young  whippersnapper 
with  a penchant  for  passing  the  buck  or  dodging  the 
issue  if  things  do  not  go  according  to  theory.  Close 
every  house  of  prostitution  (to  really  close  them  will 
take  more  than  fifty  additional  policemen)  and  make 
one  person  responsible  for  the  results;  that  would  be 
a glorious  experiment.  Those  of  us  who  are  purely 
objective  will  sit  on  the  fence  and  make  notes. 
When  the  experiment  is  over,  and  the  results  are 
properly  recorded,  our  grandchildren  may — though 
they  probably  will  not — profit  by  the  lesson. 
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Bilateral  Dermoid  Cyst  of  the  Ovary,  Complicating  Pregnancy 

A Supplementary  Report  on  a Previously  Reported  Case 

H.  H.  Seiler,  m.d. 

Paia,  Maui 


A case  of  dermoid  cyst  of  the  right  ovary  com- 
plicating pregnancy,  with  strangulation  during  the 
seventh  month,  was  presented  by  the  author  in  the 
May,  1942,  issue  of  the  Journal.1  The  present  note 
is  a follow-up  report  on  the  same  case. 

Case  Report 

On  April  25,  1942,  the  patient,  M.  N.,  was  un- 
eventfully delivered  of  a 7 lb.  11  oz.  male  infant.  It 
will  be  recalled  that  laparotomy  through  a McBura- 
ey’s  incision  had  been  done  on  January  17,  1942,  at 
which  time  the  strangulated,  gangrenous  dermoid  was 
removed.  However,  the  left  ovary  could  not  be  visu- 
alized or  palpated  at  that  time. 

On  June  17,  1942,  laparotomy  was  again  perform- 
ed, this  time  through  a midline  incision,  and  for 
the  purpose  of  sterilization.  Upon  delivering  the  left 
tube  and  ovary  into  the  wound,  this  ovary  was  also 
found  to  be  cystic,  measuring  about  3 cm.  in  diam- 
eter. Leaving  a small  island  of  normal  ovarian  tissue 
intact,  the  remaining  cystic  portion  was  excised  in 
toto  and  referred  for  microscopic  study.  The  tube 
was  triply  ligated  and  the  patient’s  convalescence  and 
subsequent  course  were  uneventful  to  the  present 
time. 

The  pathologists’s  report  on  the  left  ovarian 
tissue  follows:  “The  specimen  consists  of  an  ovary 
which  measures  a little  over  3 cm.  in  diameter.  Upon 
sectioning,  numerous  small  cysts  filled  by  clear 
fluids  were  disclosed.  One  larger  cyst,  about  iy2 
cm.  in  diameter,  containing  yellowish  sebaceous-like 


material  was  found.  Section  taken  through  the  larger 
cyst  revealed  a lining  of  degenerated  tissue  and  many 
giant  cells  of  the  Langhans  type;  in  the  wall  were 
zones  of  necrosis  surrounded  by  epithelioid  cells  and 
lymphocytes;  one  hair  follicle  was  found.  A positive 
diagnosis  of  dermoid  cyst  is  possible.  (Dr.  I.  L.  Til- 
den  ) ” 

Discussion 

Thus,  we  had  evidently  been  dealing  originally 
with  bilateral  cysts  complicating  this  woman’s  preg- 
nancy rather  than  a unilateral  one  as  appeared  at  first 
blush.  This  adds  one  more  case  to  the  5 3 already 
reported  in  the  literature,  as  mentioned  by  Bowles'-’ 
in  his  recent  articles,  and  brings  the  total  to  54. 

Summary 

To  date  there  have  been  presented  in  the  literature 
5 3 cases  of  bilateral  ovarian  dermoid  cysts  compli- 
cating pregnancy.  To  this  number  the  author  adds 
an  additional  case,  bringing  the  total  to  54. 
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Although  C-apt.  Mahan,  U.S.N.,  one  of  the  three 
greatest  originators  and  students  of  the  science  of 
applied  strategy,  considered  his  profession  the  most 
conservative  in  the  world  and  the  most  resistant  to 
change,  I feel  our  own  profession  of  medicine  is, 
if  not  the  equal  of  the  military  in  conservatism,  at 
least  a close  second.  I am  also  cognizant  of  the  fact 
that,  just  as  Mahan  has  pointed  out  that  changes 
in  naval  strategy  are  wrought  only  by  the  energy 
of  "two  or  three”  officers  or  by  major  disasters  such 
as  Pearl  Harbor  and  Singapore,  so  medicine  has  pro- 
gressed largely  through  the  work  of  such  men  as 
Morton,  Lister,  Pasteur,  and  others,  or  by  the  op- 
position of  the  popular  cults  of  every  age,  such  us 
the  barber  surgeons,  homeopaths  and  osteopaths.  I 
am  also  aware  that  our  profession  is  afflicted  in  a 
way  that  no  navy  or  army  is  long  afflicted,  by  men 
who  follow  every  wind  of  doctrine — meaning  the 
last  article  to  appear  in  a recent  journal.  Each  of 
us  must  be  his  own  appraiser.  It  may  or  may  not 
be  a blessing  that  we  as  a profession  have  no  general 
staff  of  open-minded,  experienced  men  who  can 
collectively  pass  on  and  winnow  out  the  chaff  from 
would-be  medical  literature.  I know  that  some  of  my 
own  efforts  should  have  blown  away.  Today  as  I 
discuss  tetanus  I want  to  do  it  by  deduction  rather 
than  dictation.  Perhaps  we  can  advance  farther 
and  faster  by  asking  ourselves  certain  questions. 

Let  us  review  objectively  the  disease,  tetanus. 
Briefly,  tetanus  is  a disease  caused  by  an  anaerobic 
organism  introduced  by  wounds  or  burns,  or  perhaps 
even  by  auto-induction  from  the  cavitary  systems. 
The  infection  remains  localized.  The  organism  gives 
off  an  exotoxin  generally  believed  to  have  an  af- 
finity for  and  to  be  fixed  by  nerve  or  possibly 
muscle  tissue,  much  as  sodium  fixes  chlorine.  The 
nerve  or  muscle  cells  so  affected  develop  a lowered 
threshold  of  stimulation  so  that  ordinary  stimuli  are 
likely  to  throw  all  or  a portion  of  the  muscular  sys- 
tem into  a state  of  tetanic  contraction.  The  patient 
manifests  little  fever,  practically  a normal  heart 
rate  and  a clear  sensorium.  The  patient  usually  dies, 
in  untreated  tetanus,  from  exhaustion,  respiratory 
difficulties,  or  both. 

My  recollection  is  that  10  per  cent  of  untreated 
tetanus  patients  survive.  The  patient  who  survives 
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evidently  must  (a)  neutralize  the  toxin,  (b)  get  rid 
of  the  fixed  toxin,  (c)  survive  the  exhaustion,  (d) 
destroy  the  source  of  the  toxin. 

As  physicians  we  cannot  (1)  prevent  the  intro- 
duction of  the  organism,  or  regulate  its  habits  of 
immobility  and  toxin  production,  or  (2)  prevent 
toxin  fixation. 

As  physicians  what  can  we  do?  Let  me  quote 
a medical  aphorism  that  came  to  me  through  my 
old  chief,  Dr.  Robert  Lovett.  "When  considering 
an  operation  for  a patient  ask  yourself  three  ques- 
tions: 'What  am  I going  to  do?’  'How  am  I going 
to  do  it?’  'Is  it  worth  doing?’  ” By  these  touch-stones, 
let  us  proceed. 

Our  objective  is  to  restore  to  fullest  usefulness 
the  tetanic  patient.  "How  am  I going  to  do  it?” 

Obviously  the  physician  should  try  to  neutralize 
any  unfixed  toxin  or  toxin  produced  hereafter.  This 
would  demand  a continuing  source  of  neutralizer  or 
antitoxin. 

It  will  be  quite  clear  that  when  once  chlorine  has 
been  fixed  by  sodium,  the  further  introduction  of 
either  element  will  have  no  effect  on  the  salt  that 
is  formed.  So  then  would  it  be  useful  to  introduce 
antitoxin  into  the  spinal  canal  or  try  to  rush  it  to 
affected  centers  through  the  blood  stream  if  the 
toxins  were  already  fixed?  Such  procedures  would 
be  irrational. 

If  I inject  the  antitoxin  around  the  focus  or  into 
the  muscles  presumably,  what  do  I do?  I attempt 
to  shut  off  for  a time  the  fine  trickle  of  potent- 
toxin  before  it  reaches  the  fixing  tissues. 

But  someone  says — since  most  of  the  lesions  are 
on  the  extremities,  why  not  get  rid  of  the  focus  for 
good  and  all?  That,  however,  violates  the  principle 
which  we  first  set  down  of  restoring  as  highly  use- 
ful a patient  as  possible,  and  since  nature  does  not 
produce  a dry  gangrene  of  the  extremities  of  the 
patients  she  saves,  perhaps  it  is  not  necessary.  Per- 
haps nature’s  salvation  is  accidental,  so  permit  me 
to  return  to  this  problem  later.  Meanwhile,  the  spigot 
is  closed  temporarily  by  slow  local  absorption. 

Is  there  anything  else  I can  do?  The  fixed  toxin 
has  produced  a set  of  motor  cells,  nervous  or  mus- 
cular, that  are  hypersensitive  to  every  stimulation 
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from  any  part  of  the  sensorium.  The  patient  is  thrown 
into  convulsions  by  a banging  door,  a flash  of  light, 
the  poke  of  a needle,  oi  any  other  unanticipated 
event.  Each  convulsion  wear?  out  the  patient  phy- 
sically and  psychically.  Would  it  not  seem  wise  to 
reduce  the  irritability?  Shall  we  use  ether,  or  chloro- 
form? Each  acts  as  an  irritant  before  the  narcosis 
is  effected,  so  that  would  not  seem  to  be  the  answer 
In  Dietrich’s  and  my  experience  the  milder  barbi- 
turates were  adequate.  The  child  would  rouse  tor 
feeding  and  permit  handling  without  convulsions. 
There  remains  one  other  suggestion,  the  use  of 
curare  to  prevent  the  muscular  contractions  without 
the  sensory  disturbance.  Of  this  I know  nothing. 

Now  to  come  back  to  our  surgical  friends  \*ho 
want  to  amputate  or  excise  the  focus.  Is  that  worth 
while?  An  amputation  or  excision,  even  in  expert 
hands,  is  a fearfully  painful  thing  for  days,  and  it 
releases  innumerable  stimuli  for  long  periods  of 
time,  tending  to  cause  further  convulsions.  So  I 
feel  that  it  is  not  worthwhile,  if  not  definitely  con- 
traindicated. This  does  not  mean  that  foreign  bodies 
should  not  be  removed  as  gently  as  possible. 

But  to  come  back  to  the  somnolent  patient  who 
has  had  local  or  intramuscular  injections  of  antitoxin, 
what  is  going  on?  Quietly  nature  is  doing  her  stint. 
The  body  is  resting  and  there  is  being  created  a 


supply  of  human  antigens,  whatever  that  may  mean, 
that  neutralize  the  poison,  destroy  the  organisms, 
and  remove  the  fixed  toxin.  To  paraphrase  Pare,  in 
quietude  I dress  him,  in  solitude  God  heals. 

But  what  of  those  who  have  been  poured  full  of 
antitoxin — the  free  toxin  is  neutralized,  but  the 
convulsions  go  on.  Moreover,  a foreign  protein  has 
been  introduced,  and  in  our  experience  at  the  Child- 
ren’s Hospital  in  Los  Angele.,  in  from  3 to  14  hours 
after  the  beginning  of  treatment  of  children  who 
had  arrived  in  good  condition,  80%  were  dead.  Of 
those  who  came  in  who  had  localized  antitoxin  and 
sedation  (reactions  only  occurred  in  those  who  had 
the  intravenous  therapy)  92%  were  alive.  It  must 
be  remembered  that  the  mortality  of  tetanus  up  to  a 
certain  point  is  an  inverse  function  of  the  age.  Yet 
all  our  cases  were  in  the  most  vulnerable  age,  under 
12  years.  What  was  the  cause  of  the  deaths?  What 
were  the  reactions?  Was  the  treatment  at  fault? 

Here  were  nearly  feverless,  slow  pulsed,  bright 
children  with  tetanus.  Intravenous  and  intrathecal 
antitoxin  was  given.  In  a few  hours  their  fevers 
were  105°-108J,  the  pulse  approached  200,  the  sen- 
sorium was  clouded.  In  3 co  14  hours  80%  were  dead, 
with  edematous  brains  and  cloudy  spinal  fluid.  We 
believe  heavy  intrathecal  and  intravenous  doses  of 
antitoxin  are  the  cause  of  death  in  most  treated 
cases. 


Treatment  of  Tetanus:  II 

F.  J.  Halford,  m.d. 

Honolulu 


It  must  be  accepted  that  the  mortality  from 
tetanus  is  too  high  and  that  the  therapeutic  use  of 
antitoxin  and  other  forms  of  treatment  have  not 
brought  about  an  appreciable  general  decrease  in  the 
death  rate. 

An  explanation  given  for  this  therapeutic  failure 
of  tetanus  antitoxin  is  that  such  an  antitoxin  cannot 
neutralize  toxin  which  has  been  fixed  by  the  tissues. 
By  the  time  that  50  per  cent  of  patients  with 
tetanus  reach  the  doctor  or  are  diagnosed,  they  are 
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already  overwhelmed  not  only  by  the  amount,  but 
also  by  the  state  of  fixation,  of  the  toxin. 

Mortality 

Every  month  for  the  past  seven  years  two  people 
in  the  Territory  of  Hawaii  have  developed  tetanus, 
and  one  of  them  has  died  of  it!  In  a seven-year 
record  the  yearly  average  of  cases  was  24.4  with 
12.5  deaths,  a mortality  rate  of  51.2  per  cent. 

For  the  period  1937-1942,  in  The  Queen’s  Hos- 
pital, Honolulu,  there  were  1 5 cases  with  9 deaths, 
or  60  per  cent  mortality;  at  the  Children’s  Hospital 
there  were  68  cases  and  8 deaths,  a mortality  of  11.7 
per  cent. 
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Hill  reported  1,264  treated  cases  with  only  414 
recoveries.  Dr.  Ralph  Spaeth,1  in  an  exhaustive  study 
at  Cook  County  Hospital,  reviewed  180  cases  treated 
by  a variety  of  methods  and  96  cases  treated  bv  a 
newer  method  using  mainly  barbitrautes.  The  drop 
in  mortality  rate  from  65  per  cent  in  the  180  cases 
to  3 5.4  per  cent  in  the  series  treated  by  the  newer 
methods  indicates  that  there  is  some  virtue  to  Spaeth's 
therapy. 

Anticonvulsant  Measures 

Spaeth’s  comparative  series  contain  much  more 
material  than  could  be  adequately  briefed  here,  but 
Sedation  is  the  keystone  of  Spaeth’s  treatment.  So- 
dium amytal  was  used  intravenously  or  by  mouth 
in  doses  of  5 mgm.  per  kilogram  of  body  weight 
with  an  upper  limit  of  240  mgm.  for  children  and 
480  mgm.  for  adults.  Another  drug  used  was  Aver- 
tin  with  amylene  by  rectum  with  the  catheter  left  in 
the  rectum  to  avoid  disturbing  the  patient.  The  ini- 
tial dose  is  2 5 mgm.  per  kilogram  of  body  weight, 
followed  at  fifteen  to  thirty  minute  intervals  with 
10  to  15  mgm.  per  kilogram  in  accordance  with  in- 
dividual needs.  In  severe  convulsions  the  dosage 
was  raised  to  40  or  50  mgm.  as  original  dose. 

Dietrich  and  Stewart2  used  Seconal  both  orally 
and  by  rectum  and  found  it  a satisfactory  depressant. 

The  barbiturates  are  of  themselves  a hazard  in 
one  respect  .in  that  they  do  predispose  the  patient 
to  pneumonia  even  under  careful  supervision. 

Hoche  first  gave  curare  to  a case  of  tetanus  in 
1894  and  Cole3  ( 1934),  Mitchell4  ( 1935)  and  R. 
West5  ( 1936)  each  reported  series  with  but  mediocre 
results.  Their  failures  were  apparently  due  to  im- 
pure preparations  or  improper  dosages.  Some  of  their 
cases,  moreover,  were  so  overwhelmed  by  tetanus 
that  nothing  could  have  saved  them.  The  only  Amer- 
ican literature  on  the  use  of  curare  is  by  Bennett® 
(1941)  and  he  believes  curare  therapy  offers  more 
possibilities  than  sedative  therapy  in  controlling  te- 
tanic convulsions.  The  drawbacks  of  curare  are  three- 
fold: (1)  the  drug  is  transient  and  must  be  given 
in  divided  doses  over  a considerable  period;  (2)  the 
more  rapidly  it  is  absorbed,  the  more  lethal  it  is; 
and  (3)  it  may  cause  respiratory  paralysis. 

The  action  of  curare  on  the  motor  end  plates, 
however,  prevents  any  nerve  impulses  from  reaching 
the  voluntary  muscles,  and  this  factor  alone  is  a 
distinct  advantage  over  any  other  drug  we  now 
possess. 

Bennett  describes  a synthetic  drug  similar  to 
curare  in  its  action,  quinine  methochloride,  and  it 
is  effective  by  mouth. 


Antitoxin 

Many  of  us  in  Hawaii  have  felt  that  the  type 
of  tetanus  organism  encountered  locally  is  distinc- 
tive, and  that  this  difference  accounted  for  the 
seeming  uselessness  or  inefficiency  of  tetanus  anti- 
toxin. In  other  words,  that  the  antitoxin  supplied 
to  us  from  mainland  biological  houses  has  no  spe- 
cificity against  our  Hawaiian  "strains”  of  spore 
formers.  In  reviewing  the  literature  on  tetanus,  one 
is  impressed  with  the  near  futility  of  the  therapy 
we  have  used  in  the  treatment  of  the  disease.  This 
pessimistic  attitude  should  challenge  each  of  us  to 
review  his  own  cases  and  then  decide  whether  his 
one  victory  should  be  a criterion  for  all  cases  of 
tetanus. 

Titration  and  clinical  studies  by  Spaeth  indicate 
that  a single  dose  of  30,000  units  of  tetanus  anti- 
toxin is  satisfactory  for  active  treatment.  To  allow 
a liberal  margin  of  safety  a dose  of  60,000  units  is 
arbitrarily  ordered  by  Spaeth  for  patients  admitted 
for  treatment  during  the  first  five  days  of  the 
disease,  and  40,000  units  for  mildly  to  moderately 
ill  patients  first  treated  after  the  fifth  day. 

Spaeth  condemns  intrathecal  serum  treatment  be- 
cause intraspinal  and  intracisternal  serotherapy  are 
disturbances  which  apparently  increase  the  intensity 
of  the  neuromuscular  irritability  in  tetanus.  The 
intravenous  and  intramuscular  routes,  preferably  the 
intramuscular,  are  recommended  for  general  use.  For 
intramuscular  injection  Spaeth  uses  the  anterolateral 
aspect  of  the  thigh  (not  the  gluteal  region),  giving, 
preferably,  half  the  dose  in  each  thigh.  The  absorp- 
tion rate  is  considerably  higher  with  this  technique, 
and  closely  approximates  the  absorption  of  intra- 
venous antitoxin. 

Treatment  of  the  Local  Lesion 

No  remarkable  or  consistent  relation  existed  in 
Spaeth’s  studies  between  the  management  of  the 
local  lesion  and  the  clinical  outcome.  It  is  the  severity 
of  the  tetanus  and  not  the  method  of  treatment 
of  local  lesions  which  determines  the  end  result. 

Abel  and  Hampil  have  cited  evidence  which  in- 
dicates that  under  no  circumstances  is  one  justified 
in  resorting  to  amputation,  excision  of  a local  lesion, 
or  drainage  of  a purulent  collection  for  the  sole 
purpose  of  removing  the  focus  at  which  toxin  is 
being  elaborated.  They  believe  such  procedures  do 
not  influence  the  course  of  tetanus  either  in  human 
beings  or  in  animals  after  the  disease  has  developed. 

McClintock  and  H itchings  ran  parallel  series  of 
animals  with  tetanus  and  those  given  surgical  care 
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died  in  the  same  time  and  with  the  same  symptoms 
as  those  not  surgically  treated. 

Hence  if  a fixed  toxin  has  existed  in  sufficient 
quantity  for  a long  enough  period  in  the  body,  then 
a patient  with  active  tetanus  will  not  be  benefited 
by  care  of  the  local  lesion.  Amputations  and  similar 
measures  are  warranted  only  when  structures  appear 
to  be  irreparably  destroyed. 

General  Measures 

Due  care  should  be  given  to  the  careful  general 
management,  with  stress  on  constant  nursing  care, 
the  maintenance  of  an  adequate  fluid  and  caloric 
intake,  and  measures  to  prevent  pneumonia. 

Summary 

A clinical  review  of  Dr.  Spaeth’s  series  together 
with  observations  of  cases  in  Honolulu  shows: 

1 ) Adequate  and  continuous  sedation  is  the  es- 
sential basis  of  all  therapy. 

2)  Tetanus  antitoxin,  in  doses  of  not  more  than 
30,000  to  60,000  unts  gives  the  maximum  titer. 
This  should  be  given  intramuscularly  or  slowly  by 
the  intravenous  route. 

3)  The  treatment  of  the  local  lesion  is  not  the 
essential  therapy  when  tetanus  has  developed;  and 
under  all  circumstances  one  should  have  full  seda- 
tion and  antitoxin  started  before  attempting  local 
treatment  of  the  suspected  wound. 

4)  The  suggestion  is  made  that  curare  may  prove 
of  benefit  in  that  it  has  a specific  action  on  the  neu- 
romuscular junctions. 
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Discussion 

Dr.  Grover  Batten:  I am  probably  old  and  set 

in  my  ways,  and  I do  not  agree  with  much  that  lias 
been  said.  I have  treated  tetanus  for  a quarter  of  a 
century,  and  the  mortality  in  my  cases  has  been  very 
low.  What  is  the  treatment  usually?  1)  Excision, 
when  possible,  of  the  focus;  .2)  sedation;  and  3) 


antitoxin,  intraspinally,  intramuscularly  or  intrave- 
nously. 

I do  not  know  how  it  can  be  said  that  all  the 
toxin  elaborated  is  fixed  by  the  nervous  tissue.  I 
suppose  there  comes  a time  when  it  is  fixed,  but  I 
do  not  see  why  in  that  case  it  does  not  get  more 
fixed  as  time  goes  on.  In  cases  where  you  are  able 
to  excise  the  focus  (I  do  not  mean  amputation)  there 
is  an  initial  improvement,  but  in  the  cases  where 
you  cannot  do  this,  as,  for  instance,  in  combined 
fractures  where  you  do  not  amputate,  this  initial 
improvement  does  not  occur;  they  go  on  with  a 
stormy  course,  and  improvement  is  more  gradual. 

1 cannot  understand  a mortality  of  80  per  cent 
due  to  antitoxin  alone,  there  must  be  another  factor. 
If  you  give  enough  sedation,  of  course,  your  anti- 
toxin aids  your  patient  more;  with  less  sedation  you 
can  expect  poorer  results.  As  to  the  antitoxin,  I per- 
sonally have  my  doubts  as  to  the  efficacy  ol  it.  At 
present  I gave  one  good  dose  of  antitoxin.  After  that 
the  titre  is  sufficiently  high  for  three  or  four  weeks 
to  take  care  of  the  patient. 

Dr.  Joseph  Lam:  I would  like  to  recall  several 

cases  to  back  up  Dr.  Batten.  A young  girl  had  teta- 
nus, from  a criminal  abortion,  and  we  gave  her  500,- 
000  units  of  antitoxin;  her  temperature  went  up  to 
106  and  107.  We  did  a curettement,  packed  her  in 
ice,  and  gave  her  sedation.  The  fever  continued  for 
three  or  four  days,  so  we  did  a hysterectomy.  The 
results  of  this  cannot  be  reconciled  with  Dr.  Stew- 
art’s statement  regarding  antigens.  She  recovered 
dramatically  following  amputation  of  the  uterus. 

There  was  the  case  of  a little  girl  with  a thorn 
in  each  foot.  The  doctors  at  Children’s  Hospital 
gave  her  200,000  units  of  antitoxin.  A week  later 
improvement  was  not  noticeable;  her  temperature 
was  constant  at  102  to  103  F.  When  I saw  her  I 
spread  the  wounds  apart  and  out  popped  the  thorns. 
The  child  recovered  in  two  or  three  days. 

I would  like  to  ask  Dr.  Halford  how  one  can 
leave  the  foci  in  the  wound  and  expect  the  antitoxin 
or  sedation  to  cure  the  patient?  I treat  more  punc- 
ture wounds,  perhaps,  than  most  doctors.  My  practice 
is  to  open  the  wound  and  pack  it.  Whether  anti- 
toxin is  given  or  not,  I believe  is  immaterial.  As  far 
as  I know  only  one  case  has  died.  I follow  through 
and  see  the  wound  is  healed  properly. 

Dr.  Halford:  I also  had  a case  of  amputation 

of  the  uterus  for  tetanus.  It  was  very  spectacular. 
My  point  is  simply  that  before  you  go  ahead  making 
excisions  and  amputations,  the  patient  should  be 
given  an  adequate  amount  of  antitoxin  and  an  ade- 
quate amount  of  sedation.  I have  seen  probably  ten 
or  twelve  individuals  with  nail  wounds  or  kuku’si 
in  the  foot  and  I am  pertain  if  we  started  excising 
or  cauterizing  all  such  cases  we  would  be  doing  quite 
a bit  of  surgery. 

Dr.  Stewart:  It  seems  to  me  that  Dr.  Lam  is 

practicing  a type  of  preventive  medicine  that  has 
no  particular  relationship  to  active  tetanus. 

Dr.  Ernestine  Hamre:  In  medical  school  we 

start  out  with  a definition  of  a disease  and  then 
discuss  its  prevention.  We  had  two  discussions  on 
tetanus,  but  nobody  has  said  a word  about  toxoid. 
Whether  for  or  against  it,  I do  not  think  you  can 
disregard  it. 


1 Kuku — Hawaiian  for  thorn. 
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Dr.  James  Enright:  The  Bureau  of  Communi- 

Diseases  supplies  1500  units  of  tetanus  antitoxin  as 
a preventive  measure  for  deep  penetrating  puncture 
have  it,  and  the  patient  is  unable  to  pay  for  it.  The 
maximum  we  allow  for  treatment  of  any  indigent  is 
100,000  units,  and  I think  the  discussion  here  has 
justified  that  rule. 

In  1940  Zinsser  showed  that  every  one  of  10  dif- 
ferent strains  produced  the  same  toxin,  varying  only 
in  amount  and  in  time  of  elaboration.  If  tetanus  de- 
velops in  six  days  the  chances  of  that  patient  are 
poorer  than  in  those  that  develop  in  forty  days.  The 
spores  themselves  will  not  develop  unless  there  is 
devitalized  tissue.  If  tetanus  spores  are  placed  in 
clean  wounds  it  is  extremely  unlikely  that  they  will 
develop.  If  a staphylococcus  or  some  other  infection 
is  present,  tetanus  may  develop.  It  is  not  the  tetanus 
spore  so  much  as  the  other  organisms.  During  the 
war  they  had  tetanus  as  late  as  two  hundred  days 
after  an  injury.  The  wound  had  healed  and  the 
spores  were  dormant. 

Army  Officer:  Apropos  of  what  Dr.  Enright 

has  said,  I can  bear  witness  to  the  fact  that  in  the 
last  war,  where  surgical  measures  were  attempted 
after  a wound  had  healed,  for  cosmetic  purposes  or 
to  make  the  injury  more  useful,  excision  of  scars 
and  re-amputations  resulted  in  cases  of  fresh  teta- 
nus so  frequently  that  an  order  was  issued  by  the 
Surgeon  General,  that  all  re-operative  procedures  on 
war  wounds  would  be  followed  by  an  injection  of 
tetanus  antitoxin  The  important  thing  in  that  order 
was  that  it  be  given  before  the  individual  came  out 
of  the  anesthetic.  We  discovered  that  no  bad  effect 
was  produced  by  the  tetanus  antitoxin  when  given 
in  that  way.  I cannot  give  any  explanation  for  it. 

Dr.  William  Winter:  I would  like  to  ask  how 

many  of  the  cases  who  died,  and  how  many  of  those 
who  recovered,  had  radical  excision  of  the  focus  or 
amputation? 

Dr.  Halford:  Of  the  two  cases  that  died,  one 

had  an  amputation  of  the  thumb  and  one  the  thigh; 
they  did  not  have  adequate  sedation.  The  other  two 
cases  died,  I believe,  of  intravenous  antitoxin. 

Dr.  Louis  Hirsch:  It  would  seem  that  tetanus 

is  a self-limiting  disease;  if  we  do  not  excise  the 
focus  something  happens  to  the  bugs  and  kills  them. 

Dr.  Eric  Fennel:  If  the  patient  lives  long 

enough.  In  the  days  when  my  father  was  treating 
lockjaw,  about  50  per  cent  died.  Before  antitoxin, 
they  used  chloral  hydrate.  We  are  back  where  my 
father  was  50  years  ago. 

Dr.  Halford:  I make  a plea  to  the  Board  of 

Health  and  the  Honolulu  County  Medical  Society 
that  we  give  tetanus  toxoid. 


Dr.  M.  F.  Haralson:  The  question  has  been 

raised  as  to  whether  we  should  start  a program  of 
toxoid  immunization.  If  the  medical  profession  would 
come  out  strongly  in  favor  of  it,  it  could  be  under- 
taken. So  far  as  I know  it  has  never  been  recom- 
mended by  the  health  department  as  a universal 
procedure  for  civilians.  I think  there  is  much  argu- 
ment pro  and  con.  Naturally  we  have  to  admit  that 
the  protected  individual  stands  a much  better  chance. 
Whether  the  condition  and  the  number  of  cases  of 
tetanus  here  justifies  immunization  of  the  entire 
population,  I do  not  know.  From  the  standpoint  of 
a public  health  measure  and  the  expenditure  of 
public  funds,  there  may  be  some  question  of  its  jus- 
tification in  the  face  of  other  conditions  which  pro- 
duce much  higher  mortality  and  morbidity.  If  the 
several  medical  societies  will  take  this  question  up 
and  give  us  a definite  recommendation  the  health 
department  might  be  convinced  that  it  should  urge  a 
tetanus  immunization  program.  The  Board  of  Health 
now  actively  urges  it  in  children.  Our  records  will 
show  that  the  incidence  is  much  higher  in  adults 
than  in  children. 

Dr.  James  Enright:  Instead  of  a territorial- 

wide  campaign  for  tetanus  immunization,  I wondei 
what  the  opinion  would  be  if  wo  used  the  combined 
diphtheria-tetanus  toxoid?  Tests  have  shown  that  5 to 
20  per  cent  of  dairy  workers  are  fecal  carriers  of  teta- 
nus, but  they  have  no  toxin  in  their  blood.  It  might 
be  a good  thing  to  look  out  for  tetanus  in  the  treat- 
ment of  hemorrhoids. 

Dr.  Edwin  McNiel:  Dr.  Halford  has  made  re- 

ference to  experimental  work  by  Bennett  with  cur- 
are. We  have  a supply  of  curare  at  the  Mental  Health 
Clinic  which  we  use  in  connection  with  metrazol 
shock  treatment.  If  anyone  should  want  to  try  this 
out,  we  can  make  it  available  to  them. 

Dr.  William  Shanahan:  One  of  the  chief  at- 

tributes of  the  barbiturates  is  their  ability  to  raise 
the  convulsive  threshold.  Another  drug  that  does 
this  very  well  is  dilantin,  and  there  is  a good  supply 
of  it  in  town.  I do  not  think  it  has  been  used  for 
tetanus,  but  it  might  be  worth  trying. 

Dr.  Stewart:  To  go  back  to  Dr.  Batten’s  ques- 

tion: In  our  first  series  we  used  the  heavier  nar- 
cotics. The  dramatic  thing  is  that  here  you  have  a 
disease  which,  left  to  itself,  produces  no  fever,  a 
slow  heart,  and  a clear  sensorium;  you  introduce 
a serum  and  the  temperature  within  two  or  three 
hours  shoots  up  to  105  and  108,  the  pulse  goes  to 
200  and  the  patient  becomes  hazy  and  dies.  That  is 
not  a tetanus  death,  that  is  a death  from  another 
cause.  When  you  introduce  tea  or  milk  into  the 
blood  stream  you  get  that  reaction.  If  you  put  the 
antitoxin  in  around  the  wound  you  shut  off  the  sp. 
got  and  give  nature  a chance  to  do  her  job,  and 
she  can  do  it  a lot  better  than  any  of  the  rest  of  us. 
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In  any  discussion  of  the  treatment  of  tetanus  by 
far  the  most  important  factor  to  be  considered  is 
the  prevention  of  the  development  of  the  disease. 
Since  one-half  of  the  deaths  from  tetanus  in  peace- 
time occur  among  children  under  1 5 years  of  age, 
the  problem  is  of  prime  importance  to  the  pediatri- 
cian. 

The  possibility  of  active  immunization  against 
tetanus  was  first  introduced  by  G.  Ramon  and  his 
associates,  and  has  since  been  elaborated  by  other 
investigators.  Now,  seventeen  years  later,  we  have 
a vast  fund  of  information  about  the  efficacy  of 
the  immunization,  both  from  the  laboratory  and 
from  experience  in  the  field. 

Probably  some  of  the  most  enlightening  data 
come  from  the  British  Army  reports.  Prior  to  the 
evacuation  from  Dunkirk,  90  per  cent  of  the  Bri- 
tish Army  had  voluntarily  submitted  to  active  im- 
munization against  tetanus.  Some  had  been  im- 
munized as  long  as  two  years  prior  to  the  battle.  A 
large  proportion  of  the  casualties  arrived  in  England 
five  or  six  days  after  being  wounded,  having  re- 
ceived neither  toxoid  nor  antitoxin  therapy.  It  is 
significant  to  note  that  among  the  unimmunized 
group,  eight  cases  of  tetanus  occurred,  while  among 
the  immunized  group,  a group  nine  times  as  large, 
no  tetanus  occurred. 

Laboratory  data  show  us  that,  at  least  among 
infants  and  children,  a series  of  two  or  three  tetanus 
toxoid  (alum  precipitated)  injections,  given  pref- 
erably at  two  months’  intervals,  will  produce  an 
antitoxin  titer  in  the  blood,  ranging  from  0.1  unit 
per  cubic  centimeter  of  serum  (the  assumed  minimal 
amount  necessary  for  protection  against  develop- 
ment of  the  disease)  to  10  units,  the  time  of  measure- 
ment ranging  from  five  to  forty  weeks  after  the 
last  injection  (fig.  1). 

It  has  further  been  shown  that  over  a period  of 
two  years  this  antitoxin  titer  gradually  decreases  to 
a minimal  figure  but  that  a "recall”  or  "booster” 
injection  of  toxoid  given  even  years  after  the  ori- 
ginal series  of  injections  will  cause  an  immediate 
response,  bringing  the  antitoxin  titer  to  a figure  two 


or  three  times  that  of  the  original  titer,  i.e.  as  high  as 
twenty  to  thirty  units  per  cc.  Thus  there  appears  to 
be  a so-called  "pattern  of  immunity,”  or  mechanism 
for  the  production  of  antibody,  set  up  in  the  body, 


Fig.  1.  The  rise  and  fall  of  tetanus  antitoxin  after  the 
serum  after  three  injections  of  alum  toxoid  and  after  a 
“recall’’  injection  of  toxoid  given  years  later. 

which  reacts  to  subsequent  stimuli  more  rapidly  and 
strongly  than  the  original  immunization  process. 
This  is  known  to  be  true  of  other  types  of  active 
immunization,  particularly  that  against  pertussis. 

The  possibility  of  antitoxin  production’s  being 
similarly  stimulated  by  the  tetanus  toxin  itself,  in 
a previously  immunized  individual,  is  a subject  of 
considerable  interest.  As  yet  very  little  experimen- 
tation has  been  done  in  this  field,  and  reports  are 
conflicting. 

The  fact  that  tetanus  immunization  can  be  most 
satisfactorily  combined  with  other  immunizing  agents 
has  been  and  still  is  being  proven.  The  original  com- 
bination was  that  of  tetanus  and  diphtheria  toxoids. 
Now  we  are  getting  reports  of  satisfactory  antibody 
titer  responses  to  the  combined  tetanus,  diphtheria 
and  pertussis  antigens. 

I should  like  to  conclude  with  a plea  that  active 
immunization  be  more  widely  practiced  in  this 
Territory,  where,  due  to  the  custom  of  not  wearing 
shoes,  children  as  well  as  adults  are  more  frequently 
exposed  to  the  dangers  of  tetanus  than  the  popula- 
tion of  colder  climates.  The  present  war-time  status 
of  the  community  makes  tetanus  immunization  even 
more  desirable. 
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EDITORIALS 


SHOULD  PROSTITUTION  “GO”? 

Last  summer  we  pointed  with  pride  to  Hawaii’s 
enviably  low  rate  of  incidence  of  venereal  diseases, 
and  urged  that  nothing  be  done  that  might  increase 
it.  At  about  the  same  time,  an  article  in  the  Hawaii 
Health  Messenger  covered  much  the  same  ground  in 
greater  statistical  detail  and  outlined  certain  im- 
provements recently  instituted  in  the  program  of 
control,  ending  on  a note  of  optimism  regarding 
the  future  of  venereal  disease  control  in  Hawaii. 

Recent  articles  and  editorial  comments  in  the 
local  newspapers  have  referred  to  a sudden  increase 
in  the  incidence  of  venereal  diseases  here.  This  "in- 
crease” has  been  viewed  with  considerable  alarm,  but 
no  public  mention  has  been  made  of  the  possibility 
that  it  might  be  very  largely  due  to  the  sudden 
improvement  of  reporting  of  venereal  cases,  under 
the  impetus  furnished  by  the  recent  General  Order 
that  this  be  done  promptly. 

The  voice  of  authority  both  nationally  and  locally 
continues  to  urge  the  "repression”  of  prostitution  in 
preference  to  its  control.  Whether  "repression”  means 
eliminating  and  abolishing,  or  whether  it  merely 
means  scattering  and  rendering  clandestine,  any  adult 
American  who  has  had  an  opportunity  to  observe 
national  "Prohibition”  should  be  able  to  guess.  An 
article  in  a Seattle  newspaper  last  fall  described 
the  recent  shocking  increase  in  the  incidence  of 
venereal  diseases  there,  and  ended  by  remarking  that 
the  local  houses  of  prostitution  had  "all  been  tightly 
shuttered  for  some  time,”  but  that  the  "soldiers 
and  sailors  were  still  acquiring  the  diseases  from  the 
girls  they  meet  in  the  taverns.” 

Hawaii’s  record  in  venereal  disease  is,  as  we  have 
said,  an  enviable  one.  It  is  too  valuable  a community 


asset  to  be  lightly  jeopardized.  It  is  for  this  reason 
that  a detailed  account  of  its  background  is  being 
published  in  this  issue  of  the  Journal.  The  problem 
is  an  admittedly  controversial  one,  but  both  the 
"repressers”  and  the  "controllers”  are  agreed  that 
no  good  can  be  expected  to  come  of  half-hearted 
measures. 

If  scattered,  clandestine,  wholly  uncontrolled 
prostitution  will  cause  less  spread  of  venereal  disease 
than  organized  and  more  or  less  controlled  prostitu- 
tion, then  let  us  repress  organized  prostitution  with 
a will.  This  failed  in  Seattle,  of  course,  but  perhaps 
we  do  not  know  all  we  should  about  the  situation 
there.  At  all  events,  let  us  not  merely  "monkey  with 
the  buzz-saw.”  Let  us  either  carry  on  with  the  pre- 
sent system  or  change  it  radically  and  make  the 
change  stick — and  then  see  what  happens. 


SOLVENTS  CONDEMNED  FOR  REMOVING 
MUSTARD  GAS! 

The  use  of  kerosene,  gasoline,  naphtha,  acetone, 
carbon  tetrachloride  and  similar  solvents  to  remove 
liquid,  vesicant  war  gases  (mustard  and  Lewisite, 
e.g.)  from  the  skin  has  been  widely  recommended  as 
a suitable  first  aid  procedure.  The  January  1942  issue 
of  the  Hawaii  Medical  Journal  carried  an  article 
including  this  recommendation;  countless  first  aid 
pamphlets  offer  it;  and  it  is  still  officially  standard 
practice  in  the  United  States  Army,  though  they 
unofficially  appreciate  its  potential  dangers. 

The  use  of  such  solvents  for  this  purpose  is  not 
only  ineffective  but  actually  dangerous,  at  least  un- 
der conditions  likely  to  prevail  in  actual  practice. 
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An  article  by  Chauncey  Leake  and  David  Marsh,  of 
the  University  of  California  (Mechanism  of  Action 
of  Ordinary  War  Gases,  Science  96:194  [Aug.  28] 
1942)  reviews  work  of  their  own  and  of  other 
investigators  which  shows  clearly  that  the  use  of 
such  solvents  on  laboratory  animals  produces  about 
the  same  result  as  no  treatment  at  all. 

The  procedure  they  recommend  is  the  use  of 
ordinary  kitchen  bleaches,  such  as  Clorox,  Zonite, 
Purex,  Hychlorite,  or  others.  These  consist  of  buf- 
fered 3 to  5 per  cent  solutions  of  sodium  hypo- 
chlorite (NaOCL).  Their  effect  on  the  gas  (mus- 
tard or  Lewisite)  is  to  decompose  it  rapidly  into 
harmless  substances  which  may  be  washed  off  the 
skin  at  any  subsequent  time.  Under  the  conditions 
of  the  experiments  reported  by  Leake  and  Marsh,  a 
strong  solution  of  soap  was  very  nearly  as  effective 
as  the  hypochlorite  preparations  employed. 

The  gist  of  this  article  has  recently  been  made 
available  in  the  form  of  a three-page  mimeographed 
release  from  the  medical  division  of  the  Territorial 
Office  of  Civilian  Defense.  It  is  suggested  that  all 
physicians  familiarize  themselves  with  this  release, 
or  with  the  original  article,  or  with  the  officially 
approved  releases  by  Dr.  Hance,  in  order  to  bring 
themselves  up  to  date  on  the  subject  of  first  aid 
management  of  vesicant  war  gas  casualties. 


THERE  AREN’T  ENOUGH  NURSES! 

There  is  one  fact  that  physicians  and  hospitals 
must  face — that  our  civilian  hospitals  are  likely  to  be 
seriously  understaffed  for  the  duration.  Not  only  is 
it  going  to  be  difficult  to  recruit  nurses,  but  non- 
professional attendants  and  aides  are  attracted  by 
higher  wages  to  other  types  of  employment.  Hos- 
pitals, physicians  and  nurses  alike  must  be  prepared 
to  make  adjustments  and  the  physician  and  patient 
must  limit  requests  for  service  only  to  the  essentials. 
It  is  up  to  physicians  to  discourage  "luxury  nursing” 
so  that  the  really  ill  patient  will  not  go  without 
essential  care. 

There  are  many  things  that  the  physician  can 
do,  with  almost  no  inconvenience,  that  will  save 
hours  of  nursing  time. 

He  can  limit  the  number  of  visitors  who  weary 
the  patient  and  add  so  tremendously  to  the  work 
and  confusion  on  the  floors. 

He  can  observe  the  meal  hours  and  not  choose 
them  to  make  visits  and  do  physical  examina- 
tions and  dressings,  especially  in  the  w-'rds. 

He  can  dispense  with  the  presence  of  a nurse 
on  his  routine  visits,  and  still  let  the  head  nurse 


know  when  he  has  told  a patient  that  he  can  go 
home,  sit  up,  or  discontinue  some  treatment. 

He  can  drop  some  of  the  time-honored  routines 
-four-hourly  temperatures  for  patients  whose 
temperature  has  not  varied  in  a week,  and  bed- 
side notes  for  patients  whose  condition  is  so 
unvaried  that  the  nurse  fills  in  the  space  with 
“comfortable  day”,  and  a resume  of  all  the  medi- 
cations. 

He  can  discharge  patients  in  the  morning  and 
not  any  odd  time  of  the  afternoon  or  evening. 

None  of  these  suggestions  is  unreasonable;  none 
of  them  would  interfere  in  the  least  with  the  prac- 
tice of  good  medicine  and  surgery.  All  of  them  would 
tend  to  lighten  the  load  on  the  nurses  and  give  them 
more  time  for  their  work.  In  ordinary  times  it  would 
be  every  physician’s  duty  as  a human  being  to  give 
them  some  consideration  and  to  accede  to  them  in 
so  far  as  possible.  In  war  time  it  is  every  physician's 
duty  as  a patriotic  American  to  make  a serious  effort 
to  comply  with  them. 


“PROFESSIONAL  ADVERTISING” 

A letter  was  recently  sent  to  a number  of  Ha- 
waii’s leading  older  physicians  asking  for  a biograph- 
ical sketch  for  publication  in  future  issues  of  the 
Journal.  It  seemed  to  us  then,  and  we  have  not 
changed  our  mind,  that  the  propriety  of  this  was 
beyond  question  The  project  is  still  on  our  agenda, 
and  we  hope  to  be  able  to  initiate  the  series  in  an 
early  issue. 

One  of  the  replies  to  our  request,  however  pre- 
sented a point  of  view  so  unusual  in  these  times  that 
we  felt  it  worth  publishing. 

“Briefly  answering  your  letter  of  September 
7,  ult.: 

I am  prohibited  from  complying  with  your  re- 
quest for  my  autobiography  by  the  Rules  of  the 
Royal  College  of  Physicians,  London,  even  in  a 
Medical  Journal;  it  comes  under  the  rules  against 
Professional  advertising. 

The  publishers  of  “Who’s  Who  in  Hawaii,” 
also  “Men  of  Hawaii,”  mailed  me  blank  forms  to 
fill  many  years  ago — T had  to  reject  their  request.” 

There  is  something  refreshing  about  this  view, 
despite  our  feeling  that  its  application  to  biographical 
sketches  for  publication  only  in  a medical  journal 
is  unnecessarily  prim  and  proper.  It  is  a little  like  a 
voice  from  the  dim  past.  One  cannot  help  respecting 
the  principles  of  the  "old  school”  which  prompted 
it.  To  comment  further  on  it  would  be  painting  the 
lily,  indeed. 


82 


Editorials 


YOU  CAN’T  GET  MALARIA  HERE 

Malaria  is  not  a contagious  disease  in  Hawaii.  It 
is  occasionally  imported  into  the  Territory,  but  only 
as  human  cases.  The  only  way  these  could  transmit 
the  disease  is  by  actually  transferring  their  blood  to 
others,  for  Hawaii  has  no  Anopheles  mosquitoes. 

Hawaii’s  mosquitoes  are  of  three  species  only.  Our 
common  "day  mosquito,”  Aedes  albopictus,  is  a 
common  vector  of  dengue  fever,  but  the  disease 
fortunately — albeit  mysteriously — is  practically  un- 
known here.  Our  common  "night  mosquito,”  Culex 
quinquefasciatus,  is  a known  vector  of  endemic 
filariasis  in  the  South  Seas.  While  Filaria  Bancrofti 
is  quite  often  found  in  Hawaii,  usually  in  the  blood 
of  Samoan  immigrants,  clinical  elephantiasis,  like 
dengue,  is  virtually  unknown  here.  Aedes  aegypti, 
the  usual  vector  of  yellow  fever,  is  also  found  here 
in  small  numbers  in  the  daytime  near  human  habi- 
tations, but  yellow  fever  fortunately  is  unknown  in 
Hawaii. 

So  as  far  as  yellow  fever  and  malaria  are  con- 
cerned, the  situations  are  reversed — with  yellow  fever 
the  vector  is  plentiful  but  the  disease  is  lacking, 
whereas  in  malaria  the  disease  is  present  from  time 
to  time  but  the  vector  is  absent. 

That  the  Anopheles  mosquito  is  unknown  in 
Hawaii  is  not  an  accident.  Before  the  days  of  air 
travel  the  ocean  presented  hazards  too  great  to  enable 
the.  Anopheles  to  come  here.  Its  fatal  phototropism 
always  brought  it  out  into  the  open,  where  the  wind, 
or  its  search  for  forage,  took  it  so  far  away  from 
the  ship  that  it  could  not  get  back.  Since  the  advent 
of  air  travel,  the  only  obstacle  to  the  arrival  of 
adult  Anopheles  mosquitoes  in  Hawaii  has  been  the 
rigid  inspection  of  all  incoming  planes.  Local  of- 
ficials of  the  U.  S.  Public  Health  Service,  the  Board 


of  Health,  the  Chamber  of  Commerce,  the  Hawaiian 
Sugar  Planters’  Association  and  the  Army  and  Navy 
have  been  alert  to  this  danger  and  have  cooperated 
in  maintaining  a constant  vigilance.  All  incoming 
planes  have  been  "flitted”  with  insecticide,  and  the 
dead  insects  carefully  removed  and  examined,  iden- 
tified and  classified.  This  latter  work  has  been  done 
for  civilian  and  military  aircraft  alike  by  the  ento- 
mologists of  the  Hawaiian  Sugar  Planters’  Associa- 
tion. 

With  the  extension  of  military  air  activity  a 
serious  hazard  has  been  added.  However,  the  Army 
and  Navy  are  acutely  aware  of  this  and  are  endeavor- 
ing to  keep  this  potential  danger  under  strictest 
control.  Military  planes  on  landing  are  flitted  by 
trained  personnel,  just  as  was  formerly  done  with 
the  Pan-American  clippers,  and  the  Hawaiian  Sugar 
Planters’  Association  entomologists  are  continuing 
their  examination  and  classification  of  insects  re- 
moved from  the  planes. 

Three  adult  specimens  of  malaria-transmitting 
Anopheles  have  been  obtained  in  this  manner  within 
the  past  six  months.  One  such  specimen,  had  it  been 
a fertilized  female,  could  have  infested  permanently 
with  Anopheles  mosquitoes,  and  thus,  inevitably, 
with  endemic  malaria.  Only  those  who  have  lived  in 
a region  where  malaria  is  endemic  can  appreciate 
what  it  means,  in  terms  of  convenience,  public 
health,  and  actual  lives,  to  be  free  of  this  disease. 
Its  introduction  into  Hawaii  as  an  endemic  con- 
tagion would  be  a catastrophe. 

We  may  well  be  grateful  to  those  who  stand 
guard  over  the  Territory  and  prevent  this  tiny  enemy 
from  making  a landing.  The  next  time  you  scratch 
a mosquito  bite,  reflect  for  a moment  on  the  pleasant 
fact  that,  thanks  to  the  entomologists,  you  cannot 
possibly  have  acquired  malaria  as  a result  of  it — yet! 
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PROGRESS  IN  INTERNAL  MEDICINE 


DIABETES 

Etiology 

The  inter-relationship  of  the  various  glands  of 
internal  secretion  is  stressed  in  modern  discussions  of 
the  pathologic  physiology  of  disturbed  glucose  me- 
tabolism. Very  convincing  evidence  of  this  close 
relationship  of  the  endocrines  is  found  in  the  work 
of  Haist  and  Best.1  They  have  been  able  to  produce 
in  animals  the  typical  pathologic  picture  of  diabetes, 
that  is,  hydropic  degeneration  of  the  B-cells  of  the 
Islands  of  Langerhans  of  the  pancreas,  by  repeated 
injections  of  an  anterior  pituitary  extract.  Further  ex- 
periments with  rats  and  dogs  showed  that  fasting,  fat 
feeding  and  insulin  administration  prevented  progres- 
sion of  these  changes  in  the  Islands  of  Langerhans. 
This  experimental  evidence  may  argue  for  the  high  fat 
diet  of  former  years.  The  authors  suggest  that  it  (a 
high  fat  diet)  may  be  useful  in  children  with  a bad 
family  history  of  diabetes  as  a preventative  measure 
against  the  development  of  diabetes  in  later  life. 
Certainly  it  gives  further  proof  of  the  clinical  ob- 
servation that  diet-and-insulin-controlled  diabetics 
are  usually  protected  against  progression  of  their 
disease,  whereas  the  uncontrolled  diabetic  frequently 
has  progression  of  the  disease. 

That  the  occurrence  of  endocrine  disturbances 
other  than  those  of  the  pancreas  is  rare  in  humans 
exhibiting  clinical  evidence  of  chronic  diabetes  is 
indicated  by  a study  made  by  Dougherty2.  He  found 
among  42  5 diabetics  only  64  who  showed  evidence 
of  endocrine  gland  dysfunction  other  than  pan- 
creatic deficiency.  These,  furthermore,  did  not  follow 
the  pattern  of  the  experimental  animal.  Hypopitui- 
tarism was  more  frequent  than  /aypcrfunction  of  the 
pituitary  and  was  associated  with  more  severe  dia- 
betes. Hypothyroidism  was  found  nearly  as  frequent- 
ly as  hyperthyroidism  and  adrenal  disturbances  were 
not  found.  The  importance  of  liver  metabolism  is 
stressed,  however,  in  modern  studies  on  acidosis. 

Acidosis 

The  work  of  Mirsky3  casts  doubt  upon  the  long 
accepted  thesis  of  incomplete  combustion  of  fats 
because  of  inadequate  carbohydrate  burning  as  the 
cause  of  diabetic  acidosis.  Mirsky  contends  that  the 
essential  cause  of  ketosis  is  diminution  of  liver  glyco- 
gen. Depletion  of  liver  glycogen  results  in  secondary 


acceleration  of  fat-oxidation  and  consequent  secre- 
tion of  acetone  bodies  in  excessive  amounts.  Dietary 
indiscretion  is  not  an  important  cause  of  ketosis. 
Indeed,  the  administration  of  large  amounts  of  car- 
bohydrate may  improve  the  condition  in  certain  dia- 
betics. Deprivation  of  insulin  is  an  important  cause 
since  it  lessens  glycogen  deposits  in  the  liver.  Sim- 
ilarly, conditions  which  accelerate  the  depletion  of 
liver  glycogen,  such  as  hyperthyroidism,  hyperpitui- 
tarism, hepatitis,  infection  and  gastro-intestinal  tract 
disturbances  may  cause  rapid  development  of  serious 
ketosis  in  the  diabetic. 

Treatment 

It  is  twenty  years  since  insulin  was  introduced 
as  a therapeutic  agent  in  the  treatment  of  diabetes 
mellitus.  Since  that  time  a number  of  modified  in- 
sulins have  been  produced.  None  has  been  effective 
when  given  orally.  The  greatest  advance  since  1922 
was  the  discovery  in  1936  by  Hagedorn  that  prota- 
mine (obtained  from  ripe  fish  sperm)  prolonged 
insulin  action  by  delaying  absorption.  About  this 
same  time  Rabinovitch  reported  that  the  addition 
of  zinc  further  prolonged  the  hypoglycemic  activity 
of  insulin.  The  combination,  protamine  zinc  insulin, 
is  the  product  in  most  common  use  today.  Its  field 
of  usefulness  and  its  advantages  and  disadvantages 
have  been  quite  well  established  after  over  5 years 
of  clinical  use.  There  is  still  some  controversy  about 
its  place  in  the  treatment  of  diabetes,  based  in  large 
part  upon  lack  of  unanimity  about  aims  in  diabetic 
control,  particularly  as  to  whether  or  not  consistently 
normal  blood  sugars  and  complete  freedom  from 
glycosuria  are  necessary  in  the  more  severe  diabetics. 

The  chief  advantage  of  protamine  zinc  insulin 
is  that  it  exerts  its  hypoglycemic  activity  over  a 
period  of  approximately  twenty-four  hours.  It  is 
therefore  possible  to  maintain  approximately  normal 
blood  sugar  levels  in  many  diabetics  by  a single  daily 
dose  of  this  insulin.  In  certain  severe  diabetics  the 
slow-acting  drug  is  not  sufficient  to  maintain  ade- 
quate control  according  to  many  writers,  and  it  may 
be  necessary  to  give  accompanying  injections  of 
rapidly  acting  insulin.  These  two  cannot  be  mixed 
and  given  in  the  syringe.  They  must  be  given  in 
separate  syringes  and  in  separate  sites  in  order  to 
obtain  the  desired  effect  of  each.  According  to  E.  M. 
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Watson,4  when  they  are  mixed  together,  regular  in- 
sulin is  converted  into  protamine  zinc  insulin,  and 
onlv  the  delayed  action  of  the  latter  is  obtained. 

Complete  freedom  from  glycosuria  may  be  dif- 
ficult to  accomplish  with  either  single-dose  pro- 
tamine zinc  insulin  or  combined  doses  of  protamine 
zinc  and  plain  insulin  given  once  a day.  Mosenthal,5 
Tolstoi6  and  others  have  shown  that  improvement 
in  glucose  tolerance  is  possible  even  in  the  presence 
of  glycosuria  and  hyperglycemia  when  the  patient 
is  under  continuous  protamine  zinc  insulin  treat- 
ment. Patients  with  fairly  heavy  glycosuria  may  be 
kept  free  of  ketosis,  nitrogen  balance  may  be  main- 
tained, and  the  patients  may  gain  weight  and  improve 
symptomatically  and  eventually  require  smaller  doses 
of  insulin,  in  the  experience  of  these  men.  Other  au- 
thorities feel  that  this  is  a dangerous  approach  and 
that  attempt  should  be  made  to  control  all  patients 
to  the  point  of  freedom  from  glycosuria  and  approxi- 
mately normal  blood  sugar  throughout  twenty-four 
hours. 

When  large  doses  of  protamine  zinc  insulin  are 
required,  hypoglycemic  reactions  occur  not  infre- 
quently. When  these  reactions  occur  in  late  evening 
or  early  morning  they  usually  may  be  controlled  by 
adjustment  of  diet  so  that  a bed  time  lunch  is  given. 

Another  disadvantage  of  protamine  zinc  insulin 
is  the  not  infrequent  local  (allergic)  cutaneous  re- 
actions. These  may  be  so  severe  as  to  require  change 
to  another  type  of  insulin. 

There  have  been  three  other  "delayed-action”  in- 
sulins developed  in  recent  years.  A comparative  study 
of  their  activity  is  found  in  a recent  article  by  Bailey 
and  Marble7.  One  is  Histone  zinc  insulin — a turbid 
solution  made  by  the  addition  of  protein  derived 
from  thymus  gland,  and  of  zinc,  to  insulin  in  the 
same  concentration  as  in  protamine  zinc  insulin, 
that  is,  0.2  mgm.  per  100  units.  This  has  a curve 
of  hypoglycemic  activity  very  much  like  protamine 
zinc  insulin.  It  is  slightly  more  promptly  active, 
causing  some  fall  in  blood  sugar  levels  between  one 
half  and  two  hours. 

Globin -insulin  has  beef  blood  protein  and  zinc 
in  proportion  of  .31  mgm.  per  100  units  added  to 
prolong  its  action.  Hypoglycemic  effects  begin  more 
promptly  than  with  protamine  zinc  insulin,  the  rate 
of  fall  of  blood  sugar  is  more  rapid  to  the  eighth  or 
tenth  hour  and  maintained  to  the  fifteenth  hour  but 
rises  more  by  the  twenty-fourth  hour  than  after 
either  protamine  zinc  or  histone  zinc  insulin. 


Clear  protamine  zinc  insulin  produces  an  effect 
upon  the  blood  sugar  curve  of  diabetics  very  similar 
to  that  of  globin-insulin,  except  that  slight  hypogly- 
cemic effects  are  prolonged  to  twenty-four  hours. 

Any  of  these  insulins  may  be  substituted  for 
protamine  zinc  insulin  in  patients  who  show  local 
allergic  reactions  to  the  latter.  The  authors  warn 
against  further  complication  of  diabetes  manage- 
ment by  frequent  change  of  insulin  preparations. 

An  insulin  of  intermediate  action  between  a plain 
or  regular  insulin  and  protamine  zinc  insulin  is 
crystalline  insulin.  It  contains  slightly  more  zinc 
than  regular  insulin  but  only  about  a fifth  to  a tenth 
as  much  as  protamine  zinc  insulin  (.02  - 0.4  mgm. 
per  100  units).  It  is  effective  in  lowering  the  blood 
sugar  curve  within  two  hours;  it  reaches  maximum 
effectiveness  in  six  to  eight  hours  and  may  maintain 
slight  activity  for  as  long  as  fourteen  hours. 

The  use  of  crystalline  insulin  is  not  associated 
with  local  allergic  reactions  and  has  the  advantage  of 
effectiveness  prolonged  over  regular  insulin.  Joslins 
says  that  if  he  were  restricted  to  the  use  of  a single 
insulin  he  would  choose  crystalline  because  of  its 
purity  and  its  promptness  of  action  which  makes 
it  possible  to  use  in  diabetic  coma. 
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Acute  attacks  of  malaria  are 
checked  rapidly  — within  a day  or 

two Parasites  in  the  blood  stream 

disappear  quickly  — in  a week  or 
less.  . . . The  dose  is  small  — in 
the  average  adult  case  only  lty^ 
grains  three  times  daily  for  five  days. 
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RECENT  ADVANCES  IN  SURGERY 


NEUROGENIC  APPENDICITIS 

Even  now,  many  appendices  are  appearing  in  the 
laboratory  with  the  pre-operative  diagnosis  of  acute 
or  subacute  appendicitis.  A busy  surgeon  will  admit 
that  abdomens  may  have  been  opened  with  such 
preoperative  diagnoses  or  even  a diagnosis  of  acute 
exacerbation  of  a chronic  appendicitis;  yet  much  to 
his  surprise,  he  may  have  found  an  appendix  showing 
no  gross  evidence  of  an  acute  or  subacute  inflam- 
mation in  the  removed  appendix.  A microscopic 
report  will  even  bear  him  out  that  there  was  no 
acute  or  subacute  inflammation  in  the  removed  ap- 
pendix. 

Extra-Appendiceal  Disease 

It  is  well  known  that  there  is  no  definitely  es- 
tablished specific  pathology  for  the  so-called  "chronic 
appendicitis,”  since  clinical  chronic  appendicitis  has 
been  found  at  operation  and  after  microscopic  study 
to  be  due  to  a variety  of  different  conditions.  Fre- 
quently, discomfort  and  pain  in  the  lower  right 
quadrant  are  due  to  lesions  not  in  the  appendix  itself, 
such  as  a long  mobile  and  dilated  cecum.  Lane’s 
ileal  kink,  or  Jackson’s  pericolic  membrane.  Fre- 
quent extra-appendiceal  causes  of  the  acute  symp- 
tomatology are  nonspecific  and  tuberculous  mesen- 
teric lymphadenitis,  strangulated  epiploic  appendage, 
and  diaphragmatic  pleurisy.  As  Alvarez  puts  it,  al- 
most every  symptom  and  sign  will  point  sometimes 
to  the  presence  of  acute  appendicitis  and  yet  when 
the  abdomen  is  opened,  the  surgeon  is  embarrassed 
to  find  no  sign  of  disease;  but  if  the  surgeon  would 
always  look  carefully  in  the  mesentery  of  the  lower 
part  of  the  ileum,  he  not  infrequently  would  find 
there  a remarkable  enlargement  of  the  lymph  nodes. 
Meckel’s  diverticulum,  too,  should  always  be  looked 
for  whenever  the  acute  inflammatory  reaction  does 
not  appear  to  reside  in  the  appendix  itself. 

Non-Suppurative  Appendicitis 

It  is  also  well  known  that  symptoms  simulating 
acute  inflammatory  appendicitis  may  be  caused  by 
non-suppurative  and  non-bacterial  conditions — in- 


festation by  the  oxyuris  vermicularis,  endometriosis 
of  the  appendix,  and  tumors  of  the  appendix  itself. 
Indeed,  Short  advises  the  operator  who  has  qualms  as 
to  his  diagnosis  to  examine  carefully  the  interior  of 
the  appendix  for  these  thread  worms. 

Painful  Axial  Neuromas 

It  is  not  generally  realized  that  symptoms  of 
severe  or  mild  pain  may  arise  from  the  presence  of 
axial  neuromas  in  the  obliterated  or  non-obliterated 
appendix.  Physical  examination  may  even  reveal  a 
rigid  abdomen,  especially  in  the  right  lower  quadrant, 
plus  marked  tenderness.  In  some  cases,  rebound  ten- 
derness was  present  and  the  psoas  test  was  positive. 
Their  agony  may  be  so  extreme  that  these  patients 
literally  double  up  or  roll  about,  trying  to  obtain 
relief;  or  their  complaint  may  be  simply  a dull  ache 
or  discomfort  in  the  right  lower  quadrant  with  only 
a slight  tenderness  at  McBurney’s  or  Lanz’s  point. 
Nausea,  with  or  without  vomiting,  range  from  mild 
to  severe.  In  spite  of  the  apparent  acuteness  of  the 
symptoms  and  signs,  the  temperature  tends  to  be 
normal  and  the  total  white  and  differential  counts 
are  likely  to  remain  at  normal  levels. 

These  statements  are  based  on  a study  of  344 
consecutive  vermiform  appendices,  removed  at  opera- 
tions, showing  no  gross  or  microscopic  evidences 
of  acute  or  chronic  inflammation.  Forty-eight  per 
cent  of  all  such  uninflamed  appendices  had  a par- 
tially or  completely  obliterated  lumen.  There  were  in 
this  series  195  cases,  or  5 6.7  per  cent,  of  axial  neu- 
romas, proved  microscopically.  In  a few  instances, 
the  neuroma  produced  a clubbing  of  the  tip  of  the 
appendix.  Usually  there  was  nothing  characteristic 
grossly  to  indicate  the  presence  of  appendiceal  neu- 
romatosis. After  proper  fixation  and  special  staining 
technique,  69.2  per  cent  of  these  neuromas  were 
found  to  occur  in  obliterated  appendices  and  the 
remaining  30.8  percent  in  non-obliterated  ones.  The 
incidence  of  neuromas  for  all  obliterated  (and  unin- 
flamed) appendices  was  82  per  cent. 

K.  Hosoi,  M.D. 
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THREE  POTENT  WEAPONS 


The  introduction  and  clinical  evalua- 
tion of  these  compounds  constitute 
one  of  the  greatest  advances  of  all 
time  in  the  chemical  treatment  of 
disease.  In  these  chemotherapeutic 
agents  the  physician  now  commands 
potent  weapons  to  combat  a wide 
variety  of  conditions. 
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This  Group  of  Compounds 
Is  Effective  Against 
Infections  Produced  by 

Pneumococci  Gonococci 
Hemolytic  Streptococci 
Meningococci  Staphylococci 
Friedlander’s  Bacilli 
Escherichia  Coli 

Lymphogranuloma  Venereum 
Certain  Urinary  Trqct  Infections 
Trachoma  Chancroid 
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CLINIC0-PATH0L06IC  COMMENT 


FEE  SCHEDULES 

Recently  we  had  an  opportunity  to  examine  a new 
proposed  fee  schedule  for  laboratory  proceedures  at 
The  Queen’s  Hospital  for  both  "in”  and  "out”  pa- 
tients. This  schedule  was  in  reasonably  close  accord 
with  the  laboratory  fee  schedule  for  the  Industrial 
Accident  Board  and  with  the  fee  schedule  of  the 
Hawaii  Medical  Service  Association.  It  brought  to 
light  the  fact  that  the  Industrial  Accident  Fee  Sched- 
ule is  about  as  old  as  Hippocrates  or  Methusela,  and 
that  the  H.M.S.A.  schedule  was  modeled  on  it.  It 
is,  however,  surprising  to  see  how  few  items  should 
be,  in  justice,  raised,  and  how  few  lowered.  Most  im- 
portant of  all,  it  brought  to  light  that  these  two  fee 
schedules  are  woefully  incomplete.  Since  they  were 
conceived,  in  1927,  laboratory  medicine  has  made 
great  progress  and  offers  many  new  tests  of  value, 
and  the  profession  at  large  has  learned  to  use  them 
and  properly  evaluate  them.  There  follows  a list 
of  such  tests  (with  brief  annotation)  that  should 
be  on  both  schedules;  the  fees  could  be  agreed  upon 
by  a committee. 

Hematocrit  reading — (Shock — cell  volume) 

Volume  index — (Hemoglobin  content  per  cell — color 
index) 

Clot  retraction — (Clotting  capacity — jaundice  cases) 
Red  Blood  Cell  fragility — (Familial  icterus) 
Reticulocytes — (R.B.C.  regeneration — P.  A.  plus  liver) 
CO  combining  power- — (Acidosis) 

Blood  albumin — (Shock,  burns,  edema,  nephrosis, 
eclampsia)  Blood  globulin 

Chlorides-- (Nephritis,  eclampsia,  prostatic  obstruc- 
tion, cardiac  contitions,  diabetes,  diarrhea,  vomit- 
ing fever  pneumonia) 

Sulfonamides — (Therapy,  hematuria,  anuria,  anemia) 
Cholesterol — (Biliary  obstruction,  diabetes,  hypothy- 
roidism, nephritis,  nephrosis,  xanthomatosis) 
Specific  gravity — (Changes  in  serum  or  plasma  pro- 
tein) 

Prothrombin  time — (Bleeding  tendency  in  icterus) 
Blood  calcium — (Parathyroid  pathology,  tetany,  ne- 
phrosis) 

Blood  phosphorus — (Diabetes,  nephritis,  nephrosis, 
pregnancy) 

Alcohol — ( Medico-legal ) 

Vitamin  C — (Scurvy,  general  avitaminoses) 

Takata  Ara — (Liver  cirrhosis) 

Levinson — (Spinal  fluid  for  tuberculous  meningitis) 
Weltman — (Exudative  disease  versus  fibrosis  or  liver 
cell  damage) 


Bromsulphalein — (Liver  function) 

Blood  thiocyanate — (Cases  under  therapy) 
Heterophile  Agglutination  test — (Glandular  fever,  in- 
fectious mononucleosis) 

Huddleson  Agglutination  Reaction  — (Undulant 
fever) 

Weil  Felix — '(Typnus,  tsutsugamushi,  etc.:  Rickett- 
sial diseases) 

Friedman — qualitative — ( Pregnancy ) 

quantitative  — (Hydatidiform  mole,  chorionepi- 
theloma) 

Spinal  Fluid  Chlorides — (General  and  localized  men- 
ingitis, tuberculous  or  luetic  meningitis,  tumor, 
abcess) 

Spinal  Fluid  Sugar — (Diabetic  coma,  epidemic  ence- 
phalitis, uremia.  Negative  in  acute  meningitis, 
tuberculous  meningitis,  insulin  shock) 

Spinal  Fluid  Total  Protein;  albumin  and  globulin — 
(Stasis,  meningitis,  neurosyphilis,  polio,  abcess, 
tuberculous  meningitis,  cord  tumor,  caries  of  the 
spine,  tumor) 

Pneumococcus  typing  by  Neufeld  reaction — (Serum 
therapy  with  sulfa  drugs) 

Sputum  for  TB — (Fever  of  undetected  origin) 
a - smear 
b - concentration 
c - culture 

d - animal  inoculation 

Urine  for  TB,  as  above,  catheterized  specimen  only 
Urine,  Bence  Jones  protein — (Myeloma) 

Urine,  calcium — (Parathyroid,  renal  calculi) 

PATHOLOGISTS  NEEDED 
The  clinico-pathologic  situation  in  Honolulu  and 
on  Oahu  is  a most  unhappy  one.  As  the  years  have 
rolled  by,  the  medical  profession  at  large  has  been 
taught  to  avail  itself  of  the  ever  increasing  number 
of  laboratory  tests  that  make  the  practice  of  medicine 
and  surgery  easier  and  more  exact.  There  was  a time 
when  Miss  Mabel  Slattery,  of  Queen’s  Hospital,  was 
the  only  qualified  laboratory  technician  in  town. 
Since  then,  more  and  more  technicians  have  been 
added  to  the  local  roster,  until  it  is  now  quite  large, 
but  still  insufficient  to  turn  out  the  ever  increasing 
amount  of  work  required.  While  most  of  these  tech- 
nicians are  very  highly  qualified,  they  nevertheless 
require  the  direction  and  supervision  of  a graduate  in 
medicine,  preferably  one  specially  trained  in  labora- 
tory medicine;  most  to  be  preferred  would  be  a mem- 
ber of  the  American  Society  of  Clinical  Pathologists, 
or  a diplomate  of  the  American  Board  of  Pathology. 
He  alone  should  offer  interpretations  of  laboratory 
findings. 
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At  present  those  pathologists  laboring  in  the 
local  field  are  sadly  overworked.  Dr.  Hosoi  has  charge 
of  the  Kuakini  Hospital  (formerly  the  Japanese  Hos- 
pital) and  is  well  trained  and  qualified  for  the  posi- 
tion, but  his  major  flair  is  for  surgery.  Dr.  N.  P. 
Larsen  transferred  his  affections  from  pathology  to 
internal  medicine,  even  before  his  recent  illness  and 
trip  to  the  coast;  it  is  not  to  be  expected  that  he  will 
play  an  active  part  in  pathology  now  he  is  back. 

Dr.  Hirsch  has  been  appointed  the  pathologist  to 
Queen’s  Hospital.  Recently  he  has  been  very  much 
overworked,  what  with  a shortage  of  technologists 
and  the  augmented  work  that  our  recently  greatly 
increased  population  has  produced.  Dr.  Majoska,  the 
new  resident  in  pathology  at  Queen’s,  is  fully  oc- 
cupied with  his  work  and  his  study  and  is  not  yet 
qualified  to  shoulder  much  of  the  burden  of  the  com- 
munity at  large. 

That  leaves  only  Dr.  Tilden  and  myself  to  cover 
a rather  large  field.  Between  us  we  have  recently  car- 
ried the  responsibilities  of  the  laboratories  of  Leahi 
Home,  Kapiolani  Maternity  Home,  Children’s  Hos- 
pital, St.  Francis  Hospital,  and  the  Territorial  Hos- 
pital. All  this,  in  addition  to  our  own  laboratory, 
at  The  Clinic,  which  is  not  inactive  at  the  present 
time.  Since  Dr.  Archie  Eklund’s  entry  into  the 
Navy,  we  have  tried  to  help  the  Kauai  County  Med- 
ical Society’s  Pathological  Laboratory  by  reading 
their  sections,  and  we  have  served  in  a like  capacity 
for  some  of  the  hospitals  on  Maui.  As  I get  nearer 
the  end  of  my  usefulness,  even  greater  volumes  of 
work  will  fall  op  the  shoulders  of  Dr.  Tilden. 

This  is  not  a very  healthy  situation;  it  is  easier 
to  visualize  the  etiology,  however,  than  the  therapy. 

For  twenty  years  or  more  Queen’s  Hospital  has 
been  doing  "outside”  laboratory  work  for  the  local 
physicians  for  very  small  or  reasonable  fees.  This  was 
a great  boon  for  the  profession,  but  a somewhat 
blind  policy,  for  it  has  finally  worked  a hardship 
on  the  community  at  large.  As  I understand  it,  the 
fees  for  such  "outside”  services  went  into  the  general 
coffers  of  Queen’s  Hospital,  which  is  a corporation — 
albeit  not  for  profit — and,  since  these  moneys  did 
not  accrue  to  the  pathologist,  to  whom,  at  least  in 
part,  they  belonged,  it  put  the  corporation  in  the 
position  of  practicing  laboratory  medicine.  That  is 
a situation  which  is  frowned  upon  by  the  American 
Society  of  Clinical  Pathologists.  But  because  these 
"outside”  services  were  so  generously  given,  for 
rather  nominal  fees,  it  has  deterred  any  young  doctor, 
specially  trained  in  laboratory  medicine,  from  enter- 
ing the  private  practice  of  his  specialty  here  in  our 
community.  So  now  we  suffer  the  consequences  of 


NoVKMREII-DEC'K.VI  liKIt,  1942 

a shortage  of  pathologists,  and  the  overburdening  of 
those  we  do  have. 

Kauai  County  Medical  Society  long  ago  solved 
its  problem  by  subsidizing  a full-time  pathologist  and 
in  that  way  getting  an  abundance  of  exceptionally 
good  service. 

The  Honolulu  County  Medical  Society  has  co- 
operated so  well  on  the  Workmen’s  Compensation  Fee 
Schedules  and  the  H.M.S.A.  schedule,  that  it  might, 
even  now,  get  together — and  hold  together — on  an 
independent  subsidized  clinico-pathological  labora- 
tory. Competition  always  improves  services  and  two 
heads  are  better  than  one. 

BLOOD  BANK 

Pardon  me  for  bringing  up  so  often  the  subject 
of  Blood  Banks,  but  there  appeared  as  the  lead  article 
— and  rightfully  so — in  the  July  1942  Archives  of 
Internal  Medicine  some  observations  by  N.  C.  Klen- 
shoj  and  co-workers,  of  Buffalo,  that  may  be  very 
important  to  us  here  in  Hawaii. 

On  the  Seventh  there  was  a very  limited  amount 
of  plasma  on  hand  here,  though  what  we  had  served 
its  purpose  exceedingly  well.  The  main  and  sub- 
sidiary banks  swung  into  action  immediately  and 
were  of  inestimable  value,  in  the  succeeding  days, 
to  the  cases  of  burns  and  secondary  shock. 

But,  on  the  Seventh,  many  of  the  shock  cases  were 
complicated  by  hemorrhage,  and  there  was  no  whole 
blood  instantly  available. 

The  ideal  whole  blood  bank  would  be  a large 
one  of  Type  O blood  only — the  universal  donor — if 
it  were  not  for  the  fact  that  O plasma  contains  more 
or  less  agglutinins  for  A and  B cells.  These  give  rise 
to  unpleasant  reactions,  or  worse;  in  1931  a collec- 
tion of  46  cases  of  hemolytic  reaction  were  reviewed, 
of  which  20  terminated  fatally.  These  were,  no  doubt, 
due  to  the  use  of  the  blood  of  an  O universal  donor 
with  an  exceptionally  high  titre  of  either  A or  B (or 
both)  agglutinins. 

In  a pure  type  O whole  blood  bank,  working  in 
a leisurely  fashion,  it  would  be  possible  to  titrate  these 
individual  dangerous  concentrations  of  A and  B ag- 
glutinins, and  discard  that  donor  or  the  blood.  The 
New  York  Sanitary  Code  now  requires  such  a pro- 
cedure. 

If  most  or  all  the  anti-A  and  B agglutinins 
could  be  removed  from  (or  neutralized  in)  the 
plasma  of  any  O donor,  he  would  be  a universal 
donor  indeed,  and  in  such  times  of  need  as  the 
Seventh,  his  blood  could  be  used  indiscriminately 
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and  immediately  without  typing  or  cross-matching, 
joist  as  pooled  plasma  is  used. 

Such  neutralizing  agents  have  now  been  not  only 
found,  but  prepared  commercially  in  fit  form  for 
human  use.  They  are  derived  from  the  most  bizarre 
sources — horse  saliva,  commercial  peptones  and  gas- 
tric juice. 

The  authors  above  referred  to  have  used  such 
doctored  O blood  in  176  transfusions  in  147  pa- 
tients, with  no  more  reactions  than  would  occur 
in  similar  patients  receiving  homologous  type  blood. 

They  bled  the  O donor  in  the  usual  fashion.  The 
blood  was  used  immediately  or  stored.  Just  before 
use,  25  mgm.  of  A substance  and  10  mgm.  of  B 
substance,  in  saline,  was  injected  into  the  container, 
and  mixed.  If  no  precipitation  occurred,  the  blood 
was  used  as  in  an  ordinary  indirect  transfusion. 
(A  100  mesh  filter  in  the  line  would  be  advisable. 


E.A.F.)  If  precipitation  did  occur,  the  blood  was 
discarded  or  used  to  make  pooled  plasma. 

It  sounds  too  good  to  be  true.  This  certainly 
would  make  the  maintenance  of  a whole  blood  bank 
most  economical,  and  even  more  so  if  this  method 
were  combined  with  that  of  De  Gowin  (De  Gowin 
et  al,  J.  A.  M.  A.  114:850)  who  adds  500  cc.  of 
blood  to  650  cc.  of  5.4  per  cent  anhydrous  dextrose 
solution  plus  100  cc.  of  3.2  per  cent  dihydric  sodium 
citrate  (Na3CtiH-Ov  plus  5%  H20)  chilled  to  4 C. 

By  this  latter  method,  blood  may  be  maintained 
at  4 degrees  centigrade  without  hemolysis  for  thirty 
days  and  the  admixture  of  the  glucose  solution  makes 
the  product  more  readily  pass  a 100  or  even  a 200 
mesh  filter.  If  the  whole  blood  is  not  used  before 
the  twenty-fifth  to  thirtieth  day,  it  may  be  converted 
into  "doctored” — and  safe — diluted  plasma,  ready 
for  use  as  is. 

E.  A.  Fennel,  m.d. 


ApRESERTIRG  FIVE  COUflCIL-fiCCEPTED  PRODUCTS. .. 

SANDOZ 

GYN  ERGEN* 

For  prompt  relief  of  migraine. 

SCILLAREN* 

Cardioactive  glycosides  from  squill,  recognized  as  a reliable  cardiotonic. 

CALGLUCON* 

For  palatable  and  convenient  oral  calcium  therapy. 

D i G I L A N I D* 

Chemically  pure  glycosides  from  digitalis  lanata.  It  is  stable,  constant  and  well 
tolerated. 

SANDOPTAL* 

A safe  and  effective  hypnotic.  Well  tolerated  even  by  the  aged. 

Literature  and  samples  on  request. 

SANDOZ  CHEMICAL  WORKS,  Inc. 

New  York,  N.  Y.  San  Francisco,  Calif. 

* Trade  Marks  Reg.  U.  S.  Pat.  Off. 


IN  INFANT  FEEDING 
...IT  SAVES  MY  TIME 


• Directions  on  how  to  mix  and  feed  S-M-A 
can  he  explained  to  the  mother  and  nurse 
in  two  minutes. 

• S-M-A  is  more  easily  digested  by  the 
normal  infant  because  of  the  all-lactose 
carbohydrate  and  the  unique  S-M-A  fat. 

• With  S-M-A  nothing  is  left  to  chance.  All 
the  vitamin  requirements,  except  ascorbic 
acid,  together  with  additional  iron  are 
included  in  S-M-A  in  the  proper  balance, 
ready  to  feed. 

• S-M-A  fed  infants  compare  favorably 
with  breast-fed  infants  in  growth  and 
development. 


*S-M-A,  a trade  mark  of  S.M.A.  Corporation,  for  its  brand  of  food  especially  prepared  for  infant  feeding — derived  from 
tuberculin-tested  cow's  milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including  biologically  tested  cod 
liver  oil,  with  the  addition  of  milk  sugar  and  potassium  chloride;  altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  physical  properties. 


S.M.A.  CORPORATION  • 8100  McCQRMICK  BOULEVARD  • CHICAGO,  ILLINOIS 


EMERGENCY  MEDICAL  SERVICES 

(formerly  medical  preparedness) 


ISLAND  OF  OAHU 

One  thousand  and  thirty-six  tons  of  supplies,  in- 
cluding 720  doses  of  dried  blood  plasma,  have  been 
shipped  to  outside  islands.  Each  island’s  medical 
director  makes  such  disposition  of  these  as  he  con- 
siders best.  The  many  serious  shortages — X-ray  ma- 
chines, sterilizers,  rubber  goods  and  surgical  instru- 
ments, for  example — will  have  to  be  met  by  im- 
provisations and  substitution  where  possible.  The 
Army  has  released  to  O.C.D.  this  month  a large 
supply  of  instruments,  less  than  the  amount  needed, 
but  probably  enough  to  meet  the  most  urgent 
needs.  Supplies  are  still  arriving  and  being  promptly 
distributed. 

Serious  inconvenience  has  been  inflicted  upon 
doctors  and  hospitals  on  all  the  islands  by  the  evacua- 
tion of  institutions  to  new  sites  and  the  expansion 
of  almost  all  of  them.  Long  trips  in  the  black-out, 
and  carrying  on  at  two  locations  instead  of  one,  puts 
a heavy  load  upon  the  profession. 

On  July  27,  Major  Edwin  K.  Chung-Hoon,  M.C., 
U.S.A.,  was  detailed  to  this  office  as  Assistant  to 
the  Territorial  Medical  Director.  His  services  are 
of  tremendous  value  and  were  greatly  needed. 

Hospital  Personnel 

The  extremely  serious  shortage  of  all  types  of 
hospital  personnel  has  had  the  consideration  of  leaders 
of  all  groups  concerned.  Nearly  fifty  nurses  have 
arrived  since  the  last  report,  and  the  losses  by  eva- 
cuation have  been  greatly  reduced.  Non-professional 
help  is  now  the  most  serious  shortage.  It  is  highly 
probable  that  the  professional  nursing  to  which  we 
are  accustomed  in  hospitals  is  a thing  of  the  past 
for  the  duration,  and  the  sooner  we  become  adjusted 
to  the  situation  and  train  non-professional  persons 
for  duties  which  do  not  positively  demand  the  at- 
tention of  a trained  nurse,  the  sooner  we  shall  reach 
equilibrium  in  hospital  operation. 

No  civilian  hospital  in  Honolulu  is  adequately 
staffed  to  care  for  the  number  of  casualties  that 
might  result  from  an  attack.  Volunteers  have  been 
recruited  who  are  to  supplement  the  paid  staffs  at 
such  times,  but  unless  these  have  some  training  in 
advance  they  will  not  be  of  great  use.  So  far  most 
of  them  have  not  reported  on  request  to  take  part 


in  trial  runs  and  maneuvers;  whether  or  not  they 
would  do  so  in  an  attack  is  problematical.  The  De- 
partment Surgeon  has  been  asked  to  undertake  the 
recruitment  of  non-professional  labor  for  local  hos- 
pitals and  has  agreed  to  institute  measures  to  this 
end. 

Plans  and  Training 

Two  maneuvers  were  held  during  the  month: 
one  in  conjunction  with  that  of  the  South  Sector 
of  the  Army,  in  which  only  the  aid  stations  par- 
ticipated, and  one  involving  Sacred  Hearts  Hospital, 
Lcahi  Home  and  sixteen  aid  stations  and  twenty 
ambulances.  No  serious  inadequacies  were  demon- 
strated except  a shortage  of  volunteer  assistants  at 
Sacred  Hearts  Hospital.  These  trial  runs  will  be  con- 
tinued from  time  to  time,  since  they  not  only  reveal 
mistakes  but  materially  improve  morale. 

The  Territorial  Medical  Director  has  visited  all 
of  the  islands,  some  of  them  several  times  since  the 
last  report.  On  each  island,  County  Medical  Society 
meetings  were  held  and  medical  war  preparations 
were  discussed  at  length.  In  most  instances  every 
doctor  on  the  island  attended,  although  the  meetings 
were  usually  at  noon  on  a week  day.  This  indicates 
a very  healthy  state  of  mind  in  the  profession,  when 
one  considers  the  length  of  the  journeys  entailed.  The 
policy  has  been  laid  down  and  approved  by  the  Ter- 
ritorial Director  of  Civilian  Defense  that  each  island 
medical  director  will  be  autonomous  in  his  operations, 
and  that  the  Territorial  Medical  Director  will  not 
make  decisions  regarding  details  of  administration 
except  upon  request.  In  the  last  analysis  each  of 
these  men  is  responsible  for  the  propriety  and  ade- 
quacy of  his  preparations  and  responsibility  should 
carry  control  with  it. 

Supplies:  Fans  and  Generators 

A supply  of  ventilating  fans  for  hospitals  has 
arrived  and  is  being  distributed  throughout  the 
Territory.  Honolulu  hospitals  are  being  supplied  with 
a reserve  of  materials  which  would  be  urgently  needed 
in  an  attack.  A few  stand-by  electric  generating 
sets  arrived  and  are  being  installed  as  rapidly  as 
possible.  These  are  Diesel  or  gasoline  operated  units, 
varying  from  5 to  75  kilowatts  in  capacity,  accord- 
ing to  the  size  of  the  hospital  concerned.  In  no 
instance  are  they  capable  of  carrying  the  entire 
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hospital  electric  load:  only  the  absolutely  essential 
electrically  operated  facilities  are  connected  to  them, 
such  as  blower  motors  on  stoves  and  boilers,  refri- 
geration plants,  surgery  lights,  and  so  on.  X-ray 
apparatus  may  be  operated  by  them  provided  no 
attempt  is  made  to  use  high  milliamperage  for  in- 
stantaneous exposures.  A larger  supply  of  these  sets 
is  on  order  and  expected  at  any  time. 

Red  Cross  Nurses 

The  Red  Cross  Nurses  sent  here  to  staff  Sacred 
Hearts  and  Wahiawa  Hospitals  were  transferred 
to  the  payroll  of  the  O.C.D.  on  October  1.  It  is 
impossible  to  overstate  the  value  of  the  work  that 
this  group  has  accomplished.  Their  spirit  and  ability 
have  been  outstanding  and  this  community  is  deeply 
indebted  to  them  and  to  the  American  Red  Cross 
for  what  they  have  done.  Additional  nurses  are  now 
being  recruited  by  the  Red  Cross  for  O.C.D.  hos- 
pitals and  expansion  of  similar  facilities  on  the  out- 
side islands. 

Hospital  Evacuation  and  Expansion 

Plans  for  the  evacuation  of  rural  hospitals  and 
for  the  medical  care  of  evacuees  from  rural  coastal 
areas  were  perfected  and  cleared  with  the  military, 
naval  and  civilian  authorities  concerned.  Minimal 
surgical  and  obstetrical  facilities  are  being  provided 
at  Kunia  School,  Kipapa  School  and  at  Waimano 
Home.  Additional  equipment  and  supplies  for  the 
expansion  of  Wahiawa  Hospital  are  being  stored  near 
the  hospital,  and  evacuation  buildings  are  ear-marked 
for  use  as  hospital  wards  should  the  need  arise. 

The  hospital  expansion  and  construction  pro- 
gram on  the  outside  islands  is  moving  along  rapidly. 
Huleia  on  Kauai  is  completed  and  should  shortly  be 
equipped.  Olaa  is  under  construction,  Waikapu  is 
completed,  Malulani,  Puunene  and  Pioneer  have  all 
completed  evacuation.  Puukolea,  the  Cooke  family 
home  on  Molokai,  is  being  converted  into  a 50  bed 
emergency  stand-by  hospital.  Lanai  City  School  is 
being  prepared  for  rapid  conversion  to  a hospital. 
On  Oahu,  Sacred  Hearts  and  Wahiawa  Hospitals  are 
running  with  a fair  patient  load  and  Shriners’  Annex 
and  Manoa  are  ready  for  occupancy  at  a moment’s 
notice. 

First  Aid  Stations 

The  aid  stations  on  Oahu,  4 rural  (Waianae,  Wa- 
hiawa, Kaneohe  and  Kailua)  and  16  urban  (Kalihi- 
kai,  Farrington,  Palama,  Kawananakoa,  Manoa,  Scot- 
tish Rite,  Lunalilo,  Kaahumanu,  Pohukaina,  Kuhio, 
Aliiolani,  Liholiho,  Waialae,  Thomas  Jefferson,  Wai- 
kiki, and  Maunalua),  are  carrying  on  with  the  first 
aid  training  of  station  volunteers  and  others,  and 
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the  advanced  training  of  their  own  staff  members, 
as  well  as  preparing  dressings  for  local  hospitals. 
The  number  of  persons  who  receive  first  aid  in 
emergencies  and  are  then  referred  to  private  doctors 
or  some  agency  is  considerable;  it  includes  children 
in  adjacent  schools,  service  men,  civilians  in  the 
neighborhood,  and  so  on.  The  stations  are  equipped 
and  staffed  to  serve  as  temporary  evacuation  hos- 
pitals in  the  event  that  circumstances  might  require 
certain  types  of  casualties  to  be  held  in  the  stations. 
The  aggregate  number  of  patients  who  might  be 
taken  care  of  in  this  way  for  24  to  48  hours  is 
approximately  500. 

Considerable  criticism  continues  to  be  levelled 
at  these  organizations  because  their  personnel  is  being 
paid.  A quotation  from  E.  R.  Murrow,  London 
correspondent  for  N.B.C.,  seems  germane:  "We 

might  perhaps  learn  something  from  British  Civilian 
Defense.  In  the  beginning  there  was  great  enthusiasm. 
People  came  rushing  in  to  volunteer  as  air-raid  war- 
dens, as  auxiliary  firemen,  and  then  nothing  hap- 
pened. No  bombers  came  in  and  in  a few  months 
voices  began  to  be  raised  saying,  "We’re  wasting  a 
lot  of  money.  All  these  firemen  sitting  about  doing 
nothing,  stretcher  bearers,  et  cetera.  We  ought  to 
reduce  the  whole  Civilian  Defense  organization  to 
a skeleton  force.  And  in  a few  cases  that  was  done, 
with  results  that  must  be  seen  to  be  appreciated.” 

Military  authorities  say  that  Honolulu  could  eas- 
ily receive  an  attack  that  would  produce  2,000 
casualties  in  5 minutes. 

A typical  station  at  full  strength  has  eight  night 
and  eight  day  paid  workers,  including  the  doctor. 
Vacancies  due  to  inability  to  secure  qualified  per- 
sonnel at  the  salaries  offered  have,  however,  reduced 
this  by  more  than  2 5 per  cent. 

The  O.C.D.  spends  approximately  $100,000  a 
month  for  additional  fire  protection  for  the  city 
of  Honolulu.  The  aid  stations  cost  $43,000  last 
month,  less  than  one-half  as  much  to  save  lives  as 
to  save  buildings.  No  one  can  know  whether  the 
need  for  either  of  these  services  will  ever  arise, 
or  whether  the  preparations  are  adequate,  inade- 
quate or  excessive,  since  the  entire  problem  is  based 
upon  supposition.  Certainly  preparation  to  save  lives 
is  important.  The  Department  Surgeon  of  the  Army 
and  the  Preparedness  Committee  of  the  Medical 
Society  consider  that  the  medical  program  is,  if  any- 
thing, below  the  potential  need  in  scope.  The  res- 
ponsibility for  reducing  it  must  be  borne  by  someone 
of  higher  authority  than  this  writer. 

Early  in  September,  several  questions  of  policy 
regarding  the  operation  of  aid  stations  on  Oahu  were 
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submitted  by  questionnaire  to  the  Preparedness  Com- 
mittee of  the  Medical  Society  for  decision.  They  are 
perhaps  of  sufficient  general  interest  to  warrant  a 
brief  statement  of  them. 

1.  Oxygen  therapy.  Because  of  the  great  shortage 
of  equipment  for  supplying  oxygen  to  patients,  it 
was  decided  that  these  facilities  could  not  be  exrended 
to  aid  stations  until  the  hospitals  were  adequately 
equipped. 

2.  Administration  of  plasma  in  aid  stations.  Saline 
and  glucose  solutions  and  the  apparatus  for  their  ad- 
ministration, as  well  as  transfusion  sets,  are  already 
in  the  stations.  A list  of  available  type  O donors 
residing  in  the  vicinity  of  the  stations  has  been  sup- 
plied by  the  Blood  Bank.  Dried  and  liquid  plasma 
storage  sites  are  distributed  throughout  the  city  and 
these  locations  are  listed  in  the  aid  stations.  The 
committee  felt  that  plasma  should  not  be  stored  in 
the  stations. 

3.  Intravenous  anesthesia.  Since  relatively  few  aid 
station  directors  are  familiar  with  the  use  of  intra- 
venous anesthesia,  it  was  recommended  that  this  be 

ipplied  only  to  directors  familiar  with  its  use. 

Tetanus  antitoxin  is  on  hand  in  stations  as  well  as 
a small  supply  of  tetanus  toxoid.  The  committee  de- 
cided that  these  substances  should  be  administered 
only  to  ambulatory  patients  and  should  not  be  given 
to  patients  sent  to  hospitals. 

The  committee  was  unanimous  in  deciding  that 
the  serious  shortage  of  surgical  instruments  in  the 
territory  made  it  out  of  the  question  to  supply 
facilities  for  major  surgery  in  aid  stations. 

4.  The  Chemical  Warfare  Service  has  been  asked 
to  supply  one  diaphragm  gas  mask  to  each  station. 

5.  Field  hospitals.  The  establishment  of  field  hos- 
pitals available  for  use  in  the  event  other  hospital 
facilities  were  lacking  or  inadequate  was  not  con- 
sidered feasible  because  of  the  impossibility  of  equip- 
ping them. 

6.  Classification  of  patients.  The  committee  de- 
cided that  the  present  method  of  classifying  and 
identifying  patients  by  means  of  tags  should  be 
continued  and  that  aid  station  personnel  should  leave 
patients’  foreheads  clean  for  marks  to  be  put  on  by 
the  triage  officers  at  the  hospitals. 

The  Department  Surgeon  is  at  present  engaged 
in  an  inspection  of  all  O.C.D.  medical  facilities  on 
this  island  with  a view  to  discovering  any  inade- 
quacies or  defects  which  can  be  remedied. 


The  attention  of  surgeons  throughout  the  ter- 
ritory is  invited  to  the  possible  serious  difficulty 
vhich  might  arise  in  connection  with  hospital  eva- 
cuation if  patients  with  major  fractures  are  being 
treated  by  simple  traction  without  splints.  It  is  rec- 
ommended that,  wherever  possible,  fractures  be  im- 
mobilized in  an  apparatus  so  attached  to  the  patient 
that  he  can  be  lifted  from  the  bed  to  a litter  and 
carried  out  of  the  hospital  if  this  becomes  necessary. 
Where  simple  traction  must  be  employed  a Thomas 
splint  or  other  device  ready  for  instant  use  should 
be  kept  beside  the  patient’s  bed  to  provide  for  the 
necessity  of  prompt  evacuation. 

Rural  Emergency  Ambulance  Service 

The  problem  of  providing  ambulance  service  for 
emergency  illnesses,  including  obstetrical  cases  in  the 
country  districts,  particularly  on  windward  Oahu, 
has  been  a very  difficult  one.  In  general,  during  the 
day  time  there  is  little  difficulty  in  caring  for  these 
cases  by  City  and  County  or  O.C.D.  ambulances. 
The  principal  difficulty  arises  during  hours  of  black- 
out. The  dangers  inherent  in  making  an  ambulance 
trip  over  the  Pali  and  back  during  blackout  hours 
are  definitely  grave  and  O.C.D.  ambulances  have 
been  directed  not  to  attempt  it.  In  the  case  of  an 
obstetrical  patient  the  danger  of  delivery  occurring 
in  the  ambulance  in  transit  with  no  one  available 
to  care  for  the  situation  adds  gravity  to  the  pro- 
cedure. The  Army  General  Hosp'ital  at  Kaneohe 
(Territorial  Hospital)  has  agreed  to  care  for  any 
genuine  emergency  case  brought  to  it. 

Physicians  who  have  obstetrical  patients  in  rural 
districts  are  urged  to  explain  the  situation  to  their 
patients  that  O.C.D.  ambulances  will  not  transport 
them  to  Honolulu  during  blackout  hours  and  that 
they  should  make  their  own  arrangements  or  to  come 
to  Honolulu  in  advance  of  the  onset  of  labor.  How- 
ever, O.C.D.  will  transport  them  to  the  Territorial 
Hospital. 

The  principle  must  not  be  lost  sight  of  that  the 
O.C.D.  Emergency  Medical  Services  are  primarily 
for  the  care  of  war  casualties  and  other  situations 
arising  from  the  war  effort  and  are  not  intended  to 
supplant  the  normal  civilian  medical,  hospital,  and 
ambulance  set-up.  Their  use  for  these  purposes  is 
justifiable  only  when  there  is  a genuine  emergency. 
Routine  services  should  be  furnished  by  the  usual 
agencies. 

H.  L.  Arnold,  m.d. 

Territorial  Medical  Director,  O.C.D. 
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PHYSICIAN  ASSIGNMENTS  BY  HOSPITALS  DURING  EMERGENCY 

(OAHU) 


CHILDREN’S  HOSPITAL 

Assigned 

AIsup,  F.  (chief) 

Hayes 

Alsup,  W.  E. 

Hollmann 

Halpern 

Howarth 

Ing,  H.  Y. 

Smith 

Lee,  R.  H. 

Yee,  S. 

Marshall 

CITY  & COUNTY  EMERGENCY  HOSPITAL 

Staff 

Chun,  R. 

Kometani 

Cooper,  H.  B. 

Tyau 

Katsuki,  D. 

Yap,  R. 

Mossman 

Assign  ed 

Akina 

Culpepper 

Benyas 

Duryea 

Cooper 

KAPIOLANI  HOSPITAL 

Assigned 

Milnor  (chief) 

Putman 

Phillips 

Schattenburg 

KUAKINI  HOSPITAL 

Staff 

Matsuyoshi 

Takenaka 

Akita 

Assigned 

Bowles  (chief) 

Nishijima 

Batten 

Ogawa 

Hasegawa 

Okazaki 

Kuninobu 

Sakimoto 

Schnack 

Uchida 

Shinkawa 

Uchiyama 

Straub 

Uyeno 

Takaki 

Yamane 

Blood  Bank 

Ohta 

LEAHI  HOSPITAL 

Staff 

Nojima 

Radner 

Perlstein 

Walker 

Assigned 

Black 

Hodgins 

Brown,  R.  0. 

Osorio 

QUEEN’S  HOSPITAL 

Staff 

Bailey 

Ito 

Buzaid 

Sexton 

Hirsch 

Sugihara 

Assigned 

Judd  (chief) 

Hill 

Bell 

Hosoi 

Chang,  W.  K. 

Inouye 

Childs,  L.  S. 

Lam,  F. 

Doolittle 

Molyneux 

Gotshalk 

Sia 

Hamre 

Spencer 

Blood  Bank 

Devereux  Pinkerton 


SACRED  HEARTS  HOSPITAL 
Staff 

Irwin,  F.  Waite 

Assigned 


Strode  (chief) 

Irwin,  P.  S. 

Ahana 

Kawano 

Allison 

Lee,  R.  C. 

Arnold,  Jr. 

Linson 

Beck 

Morgan 

Bowles 

Pang,  L.  Q. 

Brown 

Smith 

Buck 

Tilden 

Burgess 

Van  Poole 

Cushnie 

Yamamoto 

Ellinger 

Zink 

Fennel 

SHRINERS’  HOSPITAL 

Assigned 

Craig  (chief) 

Sato 

Stewart 

Wynn 

(acting  chief) 

Yamashiro,  M. 

Farrell 

Yamauchi 

Gordon 

ST.  FRANCIS  HOSPITAL 

Staff 

Chasen 

Childs,  E. 

Assigned 

Gaspar,  (chief) 

Li,  M.  H. 

Austin 

Moffat 

Benz 

Ohtani 

Chock 

Reichert 

Ing,  E. 

Schnack 

Kawano 

Seto 

Kim 

Pang,  H.  Q. 

Li,  B. 

ST.  LOUIS  HOSPITAL 

Assigned 

Holmes 

Mitchell 

TERRITORIAL  HOSPITAL 

Staff 

Stephens,  E. 

Ozawa 

Kepner 

Taylor 

Natsui 

RURAL  HOSPITALS: 

Staff 

WAIPAHU 

Casey 

WAIALUA 

Davis 

de  Harne 

EWA 

Eveleth 

Fujii 

AIEA 

Liljestrand 

Warshauer 

Thompson 

WAHIAWA 

Mack 

KAHUKU 

Rotliwell 

MOBILE  SURGICAL  TEAM  ON  CALL: 
Assigned 

Cloward,  R.  B.  Chung,  M.  F. 
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Blood  Typing  30,000  Civilians 

There  is  little  doubt  that  if  everyone’s  blood  type 
were  known  much  time  would  be  saved  during  an 
emergency  in  obtaining  blood  and  giving  trans- 
fusions. A laboratory  can  cross-match  the  blood  of 
twice  as  many  donors  and  recipients  if  both  have 
been  previously  typed. 

With  this  in  mind  the  medical  division  of  the 
Maui  O.C.D.  entered  upon  a drive  to  get  as  many 
civilians  typed  as  possible.  The  Army  district  surgeon 
encouraged  the  program  and  offered  assistance.  All 
hospitals  on  Maui  agreed  to  type,  free  of  charge, 
any  person  who  would  come  to  the  hospital  labora- 
tory. The  problem  then  was  to  work  out  a system 
for  mass  typing  to  be  executed  as  inexpensively  as 
possible  and  with  a minimum  chance  of  error.  The 
O.C.D.  had  $300.00  in  its  budget  for  blood  typing 
and  promised  further  funds  later  if  needed. 

The  most  accurate  method  of  blood  typing  is 
by  means  of  commercial  anti-serum,  but  enough 
serum  to  type  30,000  peeople  would  have  cost  over 
$2,000.  This  sum  was  not  available.  All  hospital 
laboratories  were  normally  using  human  serum,  so 
it  was  decided  to  use  human  serum  from  known  A 
and  B types.  Each  hospital  was  furnished  with  a 
one  hundred  test  size  tube  of  anti-A  and  anti-B 
serum  to  check  the  blood  serum  to  be  used  in  typing. 
Only  high-titer  serum  was  to  be  used.  Each  test 
was  allowed  to  stand  for  twenty  minutes  and  then 
read  microscopically.  By  using  this  method  and  by 
allowing  only  technicians  to  perform  and  read  the 
tests,  it  was  thought  that  the  chance  of  error  was 
practically  eliminated.  Type  B serum  was  colored 
with  brilliant  green  so  that  it  could  always  be  iden- 
tified. The  international  nomenclature  was  used  in 
all  hospitals. 

An  accurate  record  was  kept  of  each  person 
typed,  including  name,  serial  number,  address,  age, 
and  blood  type.  The  O.C.D.  had  special  3 x $ cards 
printed  for  this  purpose.  A card  was  made  out  for 
each  person  typed  and  filed  in  the  hospital  labora- 
tory. If  a person  was  typed  in  a district  other  than 
where  he  lived,  a duplicate  card  was  made  out  and 
sent  to  the  hospital  in  his  home  district.  A special 

stamp  reading  "O.C.D.  blood  type ” was  issued 

to  each  laboratory  and  as  each  person  was  typed 
his  blood  type  was  stamped  on  his  personal  identifi- 
cation card.  Thus  every  person  would  always  have  a 
record  of  his  blood  type  with  him. 

The  actual  typing  was  done  by  the  hospital  lab- 
oratory technicians.  This  was  done  in  addition  to 


their  normal  work.  The  Army  loaned  one  laborator 
technician  for  15  afternoons  to  one  hospital  and 
helped  organize  a system  there  for  typing.  The  Army 
also  typed  about  1600  people,  using  its  own  facilities 
except  for  the  serum.  In  return  the  Army  received 
a large  negative- Wassermann  blood-donor  list. 

The  actual  system  for  mass  typing  was  left  up 
to  the  individual  laboratory.  After  a week  of  ex- 
perimenting, I worked  out  a system  at  the  Puunene 
Hospital  by  which  120  people  could  be  typed  in 
an  hour  by  one  team.  Our  record  was  800  typings 
in  seven  hours,  though  we  believe  600  tests  are  as 
many  as  any  one  team  should  attempt  in  one  day. 

Our  team  consisted  of  12  people  as  follows: 

Two  boy  scouts  kept  the  people  in  line  ana  ord- 
erly. 

Two  clerks  at  a table  outside  the  laboratory. 
The  first  clerk  took  the  identification  card 
and  put  the  serial  number  on  an  order  num- 
ber card.  Tho  second  clerk  copied  down  the 
name,  serial  number,  address,  age,  and  order 
number  on  a tablet.  The  person  was  given 
the  order  number  card  and  sent  to  the  lab- 
oratory. 

One  worker  collected  the  blood — 3 drops  from 
the  finger — into  a tube  of  citrate.  The  order 
number  was  written  on  the  tube  and  the 
card  taken  up  at  this  point. 

One  helper  put  A & B serum  on  a slide. 

One  technician  mixed  the  blood  with  the  A & 

B serum.  An  individual  slide  divided  in  half 
by  a wax  pencil  mark  and  marked  with 
the  order  number  was  used  for  each  test. 
Ten  tests  were  mixed  on  one  pad  and  set 
aside  for  20  minutes. 

One  technician  read  the  tests. 

One  clerk  wrote  the  blood  type  on  the  order  num- 
ber card  and  on  a tablet. 

One  clerk  stamped  the  blood  type  on  the  identi- 
fication card. 

Two  helpers  washed  glassware,  filled  tubes  and 
labelled  tubes  and  slides. 

After  the  blood  had  been  taken  the  people  were 
sent  outside  the  laboratory  to  wait.  Once  the  person 
was  given  an  order  number  he  had  to  remain  in  line 
as  the  order  numbers  were  consecutive.  In  this  way 
the  chance  of  error  was  lessened. 

By  means  of  this  system  we  typed  over  8,000 
people  in  three  weeks.  School  teachers  and  other 
women  volunteered  as  clerks. 

At  the  present  time  there  are  41,000  civilians  on 
Maui  and  over  30,000  have  their  blood  type  recorded 
on  their  identification  cards.  It  is  also  on  record  at 
the  nearest  hospital.  All  the  hospital  laboratories  are 
continuing  to  type  anyone  who  requests  it. 
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Knowing  the  blood  type  makes  it  much  easier  to 
get  and  give  blood,  but  of  course  only  serologically 
negative  blood  may  be  given.  Every  Maui  hospital 
has  organized  a transfusion  service  consisting  of 
special  equipment,  trained  personnel  and  a negative- 
Wassermann  donor  list.  Every  hospital  has  enough 
sterile  equipment  on  hand  to  take  blood  for  and  give 
2 5 transfusions.  This  apparatus  consists  of  empty 
Vacoliter  bottles  with  two-hole  rubber  stoppers. 
Through  one  hole  a glass  tube  is  inserted  halfway 
to  the  bottom.  Into  the  other  hole  is  placed  a tube 
containing  cotton  to  serve  as  an  air  vent  while  taking 
the  blood.  Rubber  tubing  and  the  blood-taking 
needle  are  attached  to  the  long  tube.  One  hundred 
cc.  of  3 per  cent  citrate  is  placed  in  the  bottle; 
it  is  wrapped  in  a towel  and  autoclaved.  It  is  stored 
like  this  and  can  be  used  on  a minute’s  notice.  When 
blood  is  given,  the  rubber  tubing  is  detached  so  that 
the  long  glass  tube  now  serves  as  an  air  vent  and  a 
filter-drip.  Tubing  is  inserted  into  the  hole  which 
originally  contained  the  air  vent.  The  bottle  is  in- 
verted and  the  blood  is  ready  to  give. 

Each  hospital  has  trained  at  least  three  teams  of 
two  persons  each  to  take  blood  so  that  the  doctors 
will  be  free  to  work  elsewhere.  Each  hospital  is 
building  up  a large  donor  list  and  has  been  doing  so 
for  the  past  year.  Over  3,000  negative- Wassermann 
donors  are  available  now.  If  hostilities  begin,  each 
hospital  will  collect  25  pints  of  blood  immediately, 
before  casualties  arrive,  and  hold  this  for  use  at 
needed. 

William  B.  Patterson,  m.d. 

ISLAND  OF  KAUAI 

The  month  of  October  has  seen  great  progress 
made  in  the  program  for  O.C.D.  hospitals  on  Kauai. 
With  the  completion  of  the  Huleia  15  0-bed  hospital 
and  the  arrival  of  eight  trained  nurses  for  its  staff, 
preparations  for  the  opening  are  now  under  way. 
It  is  expected  that  the  hospital  will  be  ready  to 
operate  some  time  in  November. 

Negotiations  are  under  way  to  turn  the  Makaweli 
Hospital,  a 5 0-bed  hospital,  over  to  the  Army,  with 
the  understanding  that  it  may  be  used  by  civilians 
in  the  event  of  an  emergency.  The  O.C.D.  is  to 
build  a 50-bed  hospital  at  Kalaheo  and  upon  its 
completion  the  present  Eleele  Hospital  will  move 
in  its  entirety  to  the  new  site.  A 20-bed  expansion 
ward  has  been  finished  at  the  Kilauea  Hospital, 
while  the  Waimea  O.C.D.  Hospital  is  nearing  com- 
pletion. 

With  the  progress  being  made  in  the  hospital 
building  program  for  Emergency  Medical  Services, 


civilians  and  the  medical  profession  can  look  with 
pride  to  the  work  of  the  O.C.D.  on  Kauai. 

Eight  complete  emergency  medical  units  and  eight 
first  aid  ambulance  units  are  set  up  on  the  island 
of  Kauai.  The  complete  units  are  located  in  the 
larger  districts,  while  the  ambulance  units  are  situa- 
ted in  the  smaller  towns.  Because  of  certain  geograph- 
ical features,  units  were  organized  along  mobile  lines. 
Each  unit  has  held  practice  alerts  in  order  to  sustain 
interest  and  to  be  prepared  at  all  times.  These  prac- 
tices have  proven  very  valuable  because  they  reveal 
weaknesses  which  must  be  ironed  out  so  that  Kauai 
will  have  a well  coordinated  emergency  medical 
program,  a program  to  meet  any  emergency. 

ISLAND  OF  HAWAII 

The  efficiency  of  the  training  program  of  the 
Casualty  Stations  on  the  Island  of  Hawaii  was 
demonstrated  in  the  full-scale  air  raid  practice  held 
for  Hilo  and  vicinity  August  2 8 with  all  units, 
including  litter  bearers,  first-aid  attendants,  am- 
bulance drivers,  nurses,  and  doctors  participating. 
All  personnel  responded  quickly  to  the  sound  of  the 
siren  and  all  reported  to  their  stations  almost  im- 
mediately. The  casualties  were  handled  efficiently 
and  were  transported  to  the  main  casualty  station 
at  the  Hilo  Standard  School  from  which  the  casual- 
ties were  routed  to  Hilo  Memorial  and  other  hos- 
pitals. There  has  been  nothing  but  praise  from  all 
sources,  including  the  medical  profression,  for  the 
manner  in  which  the  casualty  stations  functioned 
during  the  practice  drill.  Similar  trial  runs  were 
conducted  in  the  Kona  and  Honokaa  districts  during 
September  and  October.  In  both  areas  the  trial  runs 
were  extremely  satisfactory. 

The  Hawaii  Island  Blood  and  Plasma  Bank, 
operating  under  the  O.C.D.,  has  two  branches  in 
Hilo,  one  at  Hilo  Memorial  Hospital  and  the  other 
at  Puumaile  Home.  A tentative  goal  of  four  thou- 
sand units  of  plasma  has  been  set.  The  response  to 
request  for  blood  donors  has  been  a slow  but  steadily 
increasing  one.  The  plantations  have  cooperated 
splendidly,  sending  their  workers  in  as  donors. 

To  care  for  the  evacuation  of  civilian  casualties 
to  the  outlying  districts,  a new  O.C.D.  hospital  is 
being  set  up  at  Olaa.  The  hospital  is  located  on  a 
beautiful  site  about  one  mile  beyond  the  present 
Olaa  Hospital.  Actual  construction  is  rapidly  pro- 
ceeding and  it  will  be  ready  for  occupancy  about 
the  first  of  December.  The  O.C.D.  is  furnishing  a 
good  deal  of  the  necessary  equipment  for  the  hospital. 
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Archie  Orenstein,  m.d.,  Director 


What  are  the  magic  words?” 

No  magic  words,  no  magic  wand  can  improve  a 
cigarette.  Something  more  tangible  is  needed. 

Philip  Morris  superiority  is  due  to  a different 
method  of  manufacture,  which  produces  a ciga- 
rette proved * definitely  less  irritating  to  the 
smoker  s nose  and  throat. 

Perhaps  you  prefer  to  make  your  own  tests. 

Many  doctors  do.  And  may  we  add,  those  are  the 
doctors  who  become  Philip  Morris’  staunch- 
est friends. 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 

* Laryngoscope,  Feb.  193 5,  Vol.  XLV,  No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  58-60 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  un- 
usually line  new  blend — Country  Doctor  Pipe  Mixture.  Made  by  the 
same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


SULFA  DRUGS! 


SULFANILAMIDE  SULFAPYRIDINE 

SULFATHIAZOLE  SULFADIAZINE 

SODIUM  SULFATHIAZOLE  SODIUM  SULFADIALINE 

SULFAGUANIDINE 

SULFASUXIDINE 
SUCCINYL  SULFATHIOZOLE 

NEO  PRONTOSIL  SULAMYD 

AZO-SULFAMIDE  SULFACETIMIDE 

COMPLETE  INDEX  ON  ALL  SULFA  DRUGS  

Phone  Us  for  Information 
WE  HAVE  THEM/ 


McArthur  & summers 


PHONES  66044 
6BB65 


THIRD  FLOOR-YOUNG  BUILDING 
HONOLULU,  HAWAII 


On  Call  24  Hours  a Day  with  Physician  Exchange 


COUNTY  SOCIETY  REPORTS 


MAUI  COUNTY  MEDICAL  SOCIETY 

A regular  society  meeting  was  held  on  August  2 
at  the  Wailuku  Hotel  and  was  attended  by  Drs. 
McArthur,  St.  Sure,  Jr.,  Von  Asch,  Seiler,  Kanda, 
Patterson,  Dunn,  Osmers,  and  H.  Izumi.  Four  guests 
were  present:  Drs.  Balfour,  Sanders,  Chou,  and  Major 
Wilbar.  It  was  decided  that  the  society  dues  be  in- 
creased five  dollars  per  annum  to  cover  the  increased 
per  capita  assessment  by  the  Territorial  Association. 
This  motion  requiring  an  amendment  to  the  by-laws, 
final  action  was  postponed  until  the  following  meet- 
ing. 

Each  member  has  agreed  to  submit  a list  of 
medical  books  and  journals  in  his  library  so  that 
these  may  be  made  available  to  medical  men  in 
service  on  Maui  as  a reference  library.  Dr.  Kanda  is 
in  charge  of  this  project. 

The  president  was  authorized  to  forward  a letter 
of  appreciation  to  Mrs.  Ray  Allen,  until  recently 
medical  director  of  the  Maui  O.C.D.,  and  one  to 
Major  Cranston  for  their  splendid  cooperation  and 
assistance  during  their  tenure  of  office. 

On  August  5 a banquet  was  held^at  the  Maui 
Grand  Hotel  for  the  medical-  men  of  the  Maui 
Service  Command.  Guest  of  honor  was  our  departing 
district  surgeon,  Major  Clyde  Cranston.  The  Major 
had  been  with  us  for  the  past  1 5 months  and  it  was 
with  deep  regret  that  the  society  bid  him  farewell.  He 
has  helped  and  advised  us  at  every  turn  in  the  estab- 
lishment of  our  medical  defense  program,  and  has 
proven  a true  friend  to  all.  He  is  a quiet  and  cour- 
teous gentleman  and  Maui  will  feel  his  loss. 

The  banquet  proved  to  be  a highly  successful 
affair  ending  with  a poignant  tenor  solo  by  our  own 
Ed  Kushi — "Memories”  (with  orchestral  accompani- 
ment). He  was  ably  (?)  assisted  in  the  final  chorus 
by  Jiggs  McArthur,  the  other  half  of  the  Malulani 
vocal  duo.  The  thanks  of  the  society  are  due  to  Dr. 
John  Sanders,  in  charge  of  arrangements  for  the 
event,  for  a successful  and  enjoyable  evening. 

A regular  society  meeting  was  held  on  October  4 
at  the  Wailuku  Hotel.  Members  present  were  Drs. 
McArthur,  Osmers,  Dunn,  Kanda,  Patterson,  Shimo- 
kawa,  and  K.  Izumi.  Guests  included  Dr.  S.  D.  Al- 
lison, director  of  venereal  disease  control,  Territorial 
Board  of  Health,  Honolulu;  Dr.  N.  R.  Sloan,  Medical 


Superintendent,  Kalaupapa  Leper  Settlement;  Major 
Wilbar,  M.C.,  U.S.A.;  Dr.  Balfour,  Dr.  Sanders  and 
Dr.  Chou. 

Dr.  W.  D.  Balfour,  Wailuku  Sugar  Company 
physician,  was  elected  to  membership  in  the  Maui 
County  Medical  Society  by  transfer  from  the  Hilo 
County  Society. 

The  resolution  referring  to  change  in  by-laws  as 
concerns  increase  in  annual  dues  was  read  and  adopted 
by  unanimous  vote. 

Dr.  McArthur  brought  before  the  society  the 
subject  of  inadequate  x-ray  equipment  for  the  Malu- 
lani Hospital.  He  stated  that  the  O.C.D.  had  offered 
to  install  at  the  Maunaolu  Seminary  Unit,  an  old 
"Snook”  X-ray  outfit.  It  was  the  unanimous  opinion 
of  the  society  that  it  would  be  inadvisable  to  install 
an  old  machine  which  was  already  inadequate  to  meet 
all  requirements  and  which  might  give  out  at  any 
moment.  It  was  then  decided  to  request  the  O.C.D. 
to  install  a new  large  type  X-ray  machine  suitable 
fop  the  requirements  of  the  institution. 

Major  Wilbar,  after  a short  talk  on  public  health 
matters,  especially  those  relating  to  school  hygiene, 
introduced  Dr.  Allison  and  Dr.  Sloan.  Dr.  Allison 
gave  a very  interesting  talk  on  the  subject  of  venereal 
disease  control  and  was  followed  by  Dr.  Sloan  who 
discussed  his  experiences  in  the  field  of  leprosy  at 
Kalaupapa  and  elsewhere. 

Wm.  Osmers,  m.d.,  reporting 


HAWAII  COUNTY  MEDICAL  SOCIETY 

The  206th  meeting  of  the  Society  was  called  to 
order  on  June  26,  1942,  at  1:00  p.m.  following  a 
luncheon  at  the  Naniloa  Hotel.  There  were  26  mem- 
bers present  and  Dr.  Arnold  Sr.  as  our  guest. 

Dr.  Arnold,  recently  appointed  officer  in  charge 
of  civilian  medical  defense  for  the  Territory,  out- 
lined his  duties,  viz.:  (1)  to  advise  physicians  in 
matters  of  preparedness  for  handling  civilian  casual- 
ties, and  (2)  to  procure  supplies  and  equipment.  He 
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suggested  that  a survey  of  our  hospitals  be  made, 
classifying  them  according  to  the  types  of  cases 
that  can  best  be  cared  for  in  each.  He  observed  that 
our  first-aid  set-up  was  somewhat  different  from 
that  on  Oahu,  but  had  no  recommendations  or 
criticisms  to  make.  Question  of  the  first-aid  and 
casualty  station  personnel’s  travelling  on  the  roads 
during  an  air-raid  was  discussed.  Thus  far,  the 
military  guards  have  allowed  no  travel  whatsoever 
on  the  roads  during  practice  air-raids. 

Dr.  Brown  reported  that  approximately  5 00  units 
of  wet  plasma  and  264  units  of  dry  plasma  were 
available.  Dr.  Arnold  suggested  that  we  maintain  a 
large  donor  list  and  procure  more  plasma  if  possible. 

In  regard  to  the  Physicians’  Procurement  and 
Assignment  Service  forms,  Dr.  Arnold  believed  that 
this  should  not  function  in  the  Territory,  which  was 
also  the  belief  of  Colonel  King,  as  we  are  under 
martial  law  and  all  physicians  are  responsible  to  the 
military.  A ruling  on  this  question  is  being  sought. 

Other  questions  were  discussed,  such  as  distribu- 
tion of  plasma  and  use  of  the  recently  trained 
N.Y.A.  girls. 

A general  order  on  the  sale  of  sulfa  drugs  and 
a letter  from  Colonel  Green  regarding  the  same  were 
discussed.  It  was  decided  that  Dr.  Phillips  and  Dr. 
Arimizu  draw  up  such  an  order  to  be  presented  to 
the  military  authorities  for  approval. 


The  207th  medical  meeting  of  the  Society  was 
called  to  order  on  July  26,  1942,  at  1:45  p.m.  at  the 
Hilo  Memorial  Hospital.  Thirteen  members  were  pre- 
sent and  several  guests  from  the  Medical  Corps  of 
the  Army. 

Short  papers  were  given  by  Drs.  Tompkins, 
Crawford  and  M.  L.  Chang  regarding  the  impor- 
tance of  bronchoscopy  in  the  treatment  of  pulmonary 
tuberculosis. 

A letter  from  the  Secretary  of  the  Territorial 
Association  was  read,  advising  that  there  will  be  a 
raise  in  dues  from  $15.00  to  $20.00  per  member. 
This  is  to  cover  the  Hawaii  Medical  Journal  and 
the  library  privileges.  Beginning  this  year  and  hence 
forward,  the  library  will  furnish  an  index  medicus 
to  each  island  and  an  attempt  is  being  made  to  secure 
the  back  numbers  also  for  the  outside  islands.  There 
was  some  discussion  as  to  raising  our  annual  dues 
but  action  on  this  was  postponed.  Question  of  pro- 
rating dues  for  new  members  was  discussed  and  it 
was  felt  that  since  the  Territorial  Association  does 
not  prorate  assessments  on  these  new  members,  we 
should  not. 


November-Decembek,  1942 

A letter  from  Dr.  Arnold  was  read,  stating  that 
Procurement  and  Assignment  Service  blanks  should 
be  filled  out  and  forwarded  to  Washington.  The 
military  governor  is  pursuing  this  further. 

Dr.  Orenstein  reported  that  two  new  ambulances 
had  arrived  for  medical  civilian  defense,  one  of 
which  has  been  made  available  to  all  physicians  for 
use  during  blackout  hours  and  may  be  had  by  calling 
the  police  department. 

Dr.  Tompkins’  resignation  as  secretary  was  ac- 
cepted. Dr.  M.  L.  Chang  was  unanimously  elected  to 
finish  the  year  in  this  office. 

Physical  examinations  and  immediate  first-aid 
treatment  for  vocational  school  students  was  dis- 
cussed. It  was  felt  that  these  students  should  have 
a physical  examination  by  their  private  physician 
at  the  time  they  start  their  course  so  that  any  gross 
physical  defects  may  be  discovered.  In  case  of  in- 
jury, first-aid  treatment  will  be  given  at  a minimal 
cost  and  the  students  referred  to  their  own  physician 
for  further  care. 


The  208th  regular  meeting  of  the  Society  was 
called  to  order  on  September  6,  1942,  at  2:00  p.m. 
at  the  Naniloa  Hotel  by  President  Patterson.  Twelve 
members  and  nine  guests  from  the  military  per- 
sonnel of  the  Mountain  View  Hospital  were  present. 
Prior  to  the  meeting,  a farewell  luncheon  honoring 
Dr.  A.  T.  Roll  was  enjoyed  by  all. 

Dr.  T.  Yoshina  gave  a comprehensive  paper  on 
"The  Care  of  the  Premature  Infant.”  He  stated  that 
the  prevailing  mortality  rate  of  40  per  cent  in  the 
Territory,  while  it  compared  not  unfavorably  with 
that  of  some  large  mainland  cities,  could  be  reduced 
by  intelligent  care.  The  following  four  procedures 
of  therapeutic  management  were  stressed:  (1) 

Avoidance  of  initial  chill  by  maintenance  of  uniform 
optimum  temperature  and  humidity;  (2)  Preven- 
tion and  early  adequate  treatment  of  cyanosis  and 
allied  symptoms  of  respiratory  distress;  (3)  Proper 
individualized  feeding  with  proper  attention  to  fluid 
balance;  (4)  Prevention  of  infections  and  nutri- 
tional (mineral  and  vitamin;  deficiencies.  He  con- 
cluded that  the  prevention  of  prematurity  was  es- 
sentially an  obstetric  problem.  Dr.  Patterson  dem- 
onstrated a locally-made  incubator  embodying  sev- 
eral admirable  features.  Considerable  prolonged  dis- 
cussion followed  in  which  the  military  personnel 
freely  participated. 

Col.  White,  commanding  officer  of  the  Moun- 
tain View  Hospital,  invited  the  medical  society  to 
breakfast,  luncheon  or  dinner  at  Mountain  View 
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where  a scientific  session  would  be  conducted  by  the 
military  personnel.  It  was  agreed  to  consider  this  as 
the  society’s  semi-annual  meeting,  arrangements  to 
be  left  in  the  hands  of  the  President. 

Then  ensued  discussion  of  the  time  of  future 
meetings.  It  was  voted  that  meetings  be  held  here- 
after at  4:00  p.m.  on  the  Tuesday  of  the  month 
closest  to  full  moon. 

The  treasurer,  Dr.  Loo,  reported  that  there  were 
three  members  of  the  society  who  were  in  arrears 
for  two  or  more  years,  that  repeated  attempts  by 
mail  failed  to  procure  the  required  dues.  He  was 
directed  to  send  a registered,  receipt-requested  letter 
to  the  delinquent  members  quoting  the  applicable 
section  of  the  by-laws  which  provide  that  members 
more  than  one  year  in  arrears  shall  be  dropped  from 
the  roll. 

Dr.  Orenstein  reported  having  received  a letter 
from  one  Major  Mayfield  to  the  effect  that  he  had 
incurred  a bill  of  $3.00  at  the  Hilo  Tribune  Herald 
for  "Red  Cross”  stickers  for  physicians’  cars  at  the 
onset  of  the  war.  It  was  voted  that  the  Society 
pay  the  above  bill. 

Reports  from  various  committees  were  called 
for.  Dr.  Phillips  had  nothing  to  report  from  the 
Venereal  Disease  Committee.  Dr.  Orenstein  reported 
that  the  care  of  casualties  as  demonstrated  during  the 
recent  air-raid  drill  was  about  75  per  cent  success- 
ful,, and  that  steps  were  being  taken  to  correct  cer- 
tain errors  in  the  set-up.  He  stated  that  Dr.  C.  B. 
Brown  had  been  appointed  in  charge  of  the  organiza- 
tion of  a blood  and  plasma  bank  under  the  Emergency 
Medical  Service  of  the  Office  of  Civilian  Defense. 

Dr.  Brown  outlined  the  plan  and  scope  of  the 
blood  bank.  He  stated  that  Dr.  Pinkerton,  chief  of 
the  Territorial  Bank,  had  recently  met  with  a number 
of  interested  parties  to  demonstrate  the  equipment 
and  methods  used  on  Oahu,  to  discuss  the  publicity 
campaign  and  its  ramifications  and  a host  of  related 
matters.  It  was  suggested  at  that  meeting  that  a 
goal  of  4,000  units  of  plasma  be  set,  and  that  in- 
creased personnel  be  employed  for  the  necessary  work 
to  reach  that  goal.  Dr.  Brown  presented  the  forms 
proposed  for  the  recording  of  data  re  donors.  Much 
discussion  followed  though  no  definite  conclusions 
were  drawn.  Several  problems  were  posed  and  un- 
answered, among  which  were:  (1)  The  urgent  need 
for  a larger  donor  list;  (2)  The  advisability  of  cen- 
tralizing the  bleeding  stations.  It  was  generally  agreed 
that  preserved  whole  blood  of  any  type  as  well  as 
plasma  should  be  available  to  any  and  all  physicians 
at  any  emergency,  that  blood  types  should  be  im- 
printed on  identification  certificates.  Dr.  Orenstein 


will  contact  the  proper  authorities  regarding  the 
latter. 

Dr.  M.  L.  Chang  reported  that  the  Child  Wel- 
fare Service  of  the  Department  of  Public  Welfare 
had  notified  him  that  an  additional  case  worker  was 
to  be  added  to  establish  and  maintain  cordial  rela- 
tionships between  subjects  with  illegitimate  preg- 
nancies and  their  immediate  families  with  a view  of 
having  these  prospective  mothers  and  their  offspring 
cared  for  in  their  own  homes  rather  than  in  an  in- 
stitution. They  wished  members  of  the  society  to 
refer  cases  to  the  department. 

M.  Leon  Chang,  m.d.,  reporting 


The  Society  is  making  every  effort  to  work  as 
a unit  in  the  Medical  Preparedness  effort.  In  line 
with  this  policy  we  are  planning  our  meetings  during 
daylight  hours  whenever  possible,  and  we  are  inviting 
the  military  medical  officers  here  to  participate  in 
our  meetings  whenever  they  can  and  care  to.  Our 
programs  are  now  composed  of  several  short  papers, 
each  with  a prepared  discussion  followed  by  open 
discussion  for  ten  minutes.  We  are  striving  to  have 
papers  by  our  members  discussed  by  visiting  phy- 
sicians with  special  training  or  knowledge  in  the 
subject  under  consideration,  and  in  turn  we  have 
asked  visiting  physicians  to  lead  our  programs  with 
the  discussion  being  led  by  our  members.  So  far  this 
approach  has  been  very  encouraging  and  seems  to 
be  reviving  interest  in  scientific  papers  and  discus- 
sion. It  should  serve  as  a stimulus  to  all  of  us  as 
well  as  enabling  local  physicians  and  visiting  phy- 
sicians to  become  thoroughly  acquainted  with  each 
other,  and  should  make  the  work  at  hand  and  in 
the  future  more  easily  accomplished  by  all  involved. 
At  our  last  two  regular  meetings  papers  were  read 
by  local  physicians  and  very  ably  discussed  by  Army 
physicians  present.  On  October  17  the  members  of 
che  Society  were  the  guests  of  the  148th  General 
Hospital.  The  program  was  as  follows: 

Chronic  Malaria  - Lt.  Rufus  R.  Roberts 
Discussion:  Dr.  Thomas  Keay 
Chronic  Dislocation  of  the  Shoulder.  Presentation  of 
Tm'o  cases  with  Operative  Correction. 
Capt.  Frank  A.  Baumann 
Discussion:  Dr.  L.  L.  Sexton 
Infectious  Mononucleosis  - Maj.  Milton  D.  Klein 
Discussion:  DR.  S.  R.  Brown 
Management  of  Burns  - Presentation  of  Three  cases  - 
Maj.  William  S.  Cornell 
Discussion:  Dr.  A.  Orenstein 

After  each  of  the  above  papers  was  read  by  mem- 
bers of  the  Hospital  Staff  the  discussion  was  led  by 
a member  of  our  Society.  There  was  an  unusual 
amount  of  interesting  discussion  from  the  floor 
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following  each  paper  and  all  present  agreed  that  an 
excellent  meeting  had  taken  place.  Twenty-three 
members  of  our  Society  from  all  parts  of  the  Island 
were  present. 

H.  M.  Patterson,  m.d.,  reporting 


HONOLULU  COUNTY  MEDICAL  SOCIETY 

A summary  of  activities  Anril-October,  1942. 

Meetings  continue  to  be  held  regularly  on  Thurs- 
days at  9 a.m.,  in  combination  with  the  Thursday 
Morning  Clinics  of  the  Queen’s  Hospital.  Com- 
municable disease  reports  are  given  and  announce- 
ments made  to  the  society  at  these  times. 

The  Board  of  Governors  meets  on  the  first  Fri- 
day of  each  month  to  conduct  the  business  of  the 
society  and  a summary  of  its  actions  is  reported  at 
the  following  Thursday  morning  meeting. 

Membership : Frequently  it  has  been  suggested 

that  the  membership  be  issued  cards  upon  payment 
of  dues.  This  was  brought  up  at  the  June  meeting 
of  the  Board  of  Governors  and  it  was  decided  to 
postpone  consideration  of  this  for  the  duration. 

Likewise  the  matter  of  creating  an  associate  status 
of  membership  was  discu^ed  and  deferred. 

The  following  members  were  recognized  as  exemp- 
ted from  dues  and  assessments  for  the  duration, 
being  in  military  service  and  not  engaged  in  private 
practice: 

Archie  Chun-Ming 
\Y.  F.  Macklin 

E.  K.  Chung-Hoon 
H.  M.  Chandler 
Frederick  L.  Giles 
Joseph  F.  0.  Lau 
Charles  L.  Wilbau 

F.  Tong 
David  Pang 

Library:  The  Library  Committee  ruled  that 

medical  officers  of  the  services  could  borrow  books 
and  six  months’  old  journals  on  the  same  terms  as 
members. 

Rat  Control  Program:  The  society  voted  to  give 

its  endorsement  to  this  program  of  the  Chamber  of 
Commerce. 

Procurement  and  Assignment  Service:  Doctors 

were  advised  to  delay  filing  these  forms  until  Dr. 
Arnold  had  received  a ruling  from  the  Department 


Surgeon  as  to  whether  this  applied  to  Hawaii.  A 
subsequent  announcement  advised  that  they  be  filed 
as  requested. 

Parking  of  Automobiles:  The  society  ap- 

proached Dr.  Arnold  to  secure  permission  for  doc- 
tors to  park  during  daylight  hours  on  streets  where 
parking  is  prohibited.  Response  was  transmitted  from 
the  Military  Governor’s  office  quoting  Section  3.04 
of  the  Honolulu  Traffic  Code,  "Allows  physicians 
when  responding  to,  or  in  actual  attendance  to  an 
emergency  call  to  park  or  stand  within  restricted 
areas  or  no  park  zones.  Note  that  this  applies  only 
to  emergency  calls.”  Comment  was  made  further: 
"So  far  as  this  office  is  concerned  a doctor  on  a real 
emergency  can  park  in  the  middle  of  the  street  if 
it  is  necessary  to  do  so,  but  under  ordinary  conditions 
it  is  believed  that  the  foregoing  indorsement  is 
correct.” 

Publicity:  A policy  offered  by  the  Publicity 

Committee  was  adopted  as  follows: 

The  committee  assumes  that  its  duty  is  to  pre- 
pare and  secure  publication  of  material  designed 
to  inform  the  public  of  activities  of  the  medical 
profession  of  Honolulu  with  especial  emphasis 
on  dissemination  of  reliable  data  which  will  pro- 
mote proper  public  health  education- and  enhance 
relations  between  the  public  and  the  profession. 

The  committee  does  not  desire  to  act  as  a Board 
of  Censorship  to  impose  restrictions  on  members 
of  the  Society  who,  as  individuals,  contribute 
articles  to  the  public  press  or  circulate  such  ar- 
ticles over  the  radio.  Such  contributions  may  be 
valuable  and  probably  should  be  encouraged.  If, 
however,  individual  physicians  violate  the  pro- 
prieties of  the  profession  by  seeking  undue  per- 
sonal publicity,  by  giving  publicity  to  false, 
harmful  or  unsound  statements,  or  by  falsely 
representing  themselves  to  be  properly  quali- 
fied or  representative  of  the  profession,  your 
committee  feels  that  such  offenses  are  matters 
for  consideration  by  the  Board  of  Censors  and 
not  by  this  committee. 

Diathermy  Machine  Regulations:  Major  de 

Young,  medical  member  of  the  committee 
appointed  by  the  Military  Governor  to  draw 
up  regulations,  was  invited  to  a Thursday  morning 
meeting  to  clarify  the  matter  of  registration  and 
regulations. 

Hawaii  Medical  Service  Association:  Money 

accumulated  in  the  physicians’  reserve  over 
the  last  two  years  was  disbursed  to  the  doctors.  The 
medical  society  was  reimbursed  for  expenses  incurred 
by  it  in  the  reorganization  of  the  plan. 

It  was  agreed  to  postpone  any  consideration  of 
change  in  the  fee  schedule  until  changes  are  made 
in  the  Industrial  Fee  Schedule.  The  agreement  be- 
tween the  HMSA  and  the  Medical  Society  was  re- 
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jjewed  for  another  year  without  change  except  that 
this  year  only  10  per  cent  will  be  deducted  from 
bills  and  deposited  in  the  physicians’  reserve. 

U.S.  Engineer  Employees : After  many  delays  a 
plan  was  agreed  upon  between  the  medical  society  and 
the  U.S.  Engineers  to  provide  a uniform  fee  schedule 
for  non-industrial  medical  service  to  Hawaii  Con- 
structor employees,  and  notices  went  out  to  the  mem- 
bership with  instructions  as  to  how  these  cases  should 
be  handled.  A few  days  after  it  was  to  be  put  into  ef- 
fect the  Army  undertook  to  supply  such  medical 
service,  with  the  result  that  only  an  occasional  case 
would  be  referred  for  treatment  to  private  physicians. 
It  was  felt  that  under  the  circumstances  physicians 
should  charge  for  such  cases  on  a private  fee  basis. 

Tetanus  Immunization-.  The  suggestion  made  by 
Dr.  Haralson,  that  if  the  medical  societies  recom- 
mended it,  the  Health  Department  would  consider 
a compulsory  tetanus  immunization  campaign,  was 
discussed  by  the  Board  of  Governors.  It  was  their 
recommendation  to  encourage  tetanus  immuniza- 
tion by  private  physicians  and  institute  a campaign 
as  in  the  past  for  diphtheria,  but  that  this  not  be 
made  compulsory. 

Annual  Examination  of  Policemen : The  'ociety 

contacted  the  Police  Commission  offering  the  so- 
ciety’s cooperation  in  working  out  a plan.  Dr.  Lam 
reported  that  a representative  of  Chief  Gabrielson 
called  on  him  promising  to  contact  us  further,  which 
was  not  done.  The  matter  has  been  referred  to  the 
Committee  on  Forms  of  Medical  Practice. 

Industrial  Fee  Schedule:  The  Workman’s  Com- 

pensation Committee  was  instructed  to  proceed  with 
preliminary  plans  for  the  revision  of  this  schedule. 

Nurse  Shortage:  The  Board  of  Governors  felt 

that  the  medical  society  should  take  an  active  part 
in  trying  to  help  solve  the  nurse  shortage  in  Elonolulu 
hospitals.  A survey  was  made  to  ascertain  what 
the  need  was  and  what  resources  existed  for  recruit- 
ment of  nurses.  Several  meetings  were  held  with  hos- 
pital, nurse  and  physician  representation  to  discuss 
recruitment  and  adjustment  possibilities,  and  certain 
recommendations  coming  therefrom  were  passed  along 
for  follow-up. 

War  Workers:  The  matter  of  defense  workers’ 

enlisting  the  aid  of  doctors  in  securing  release  from 
contract  without  basis  for  physical  illness  has  come 
up  repeatedly.  A meeting  was  arranged  with  Mr.  An- 
drew Schmitz,  Deputy  Commissioner,  U.  S.  Em- 
ployees Compensation  Commission  and  Mr.  White  of 
Liberty  Mutual  Company  to  review  the  matter. 
The  procedure  to  be  followed  in  making  proper  re- 


Honolui.u 

ports  was  outlined  and  it  was  suggested  that  a com- 
mittee of  employers,  insurance  carriers  and  phy- 
sicians continue  discussions  to  work  out  difficulties. 

Medical  Supplies:  Capt.  Nixon,  in  charge  of 

civilian  medical  supplies  at  the  Hawaiian  Depart- 
ment Medical  Depot,  was  invited  to  a Thursday 
morning  clinic  meeting  where  he  gave  a report  of 
the  medical  supply  depot  set-up  and  what  procedure 
doctors  should  follow  to  get  their  supplies.  A full 
report  is  contained  in  the  May  issue  of  the  Journal 
under  Emergency  Medical  Services. 

Aid  Stations:  Report  was  made  by  the  Prepared- 

ness Committee  that  it  favored  the  continuation  of 
a paid  staff  for  aid  stations.  The  membership  general- 
ly was  in  agreement,  the  feeling  being  that  the  aid 
stations  were  good  insurance. 

Hospital  Regulation  by  Army:  A proposal  from 

the  OCD  to  transfer  mental  patients  and  city  and 
county  patients  to  Sacred  Hearts  Hospital  and  have 
Queen’s  Hospital  interns  rotate  with  Sacred  Hearts 
met  with  much  protest  from  the  membership. 

A special  meeting  of  the  Board  of  Governors  and 
Council  members  of  the  Territorial  Association  was 
held  in  April  to  discuss  with  Dr.  Arnold  an  impend- 
ing military  order  which  would  place  the  control 
of  patient  admissions  under  an  Army  officer.  It  was 
the  intention  of  the  military  to  limit  the  number 
of  useable  beds  in  civilian  hospitals  and  to  shift  pa- 
tients in  excess  of  this  number  to  OCD  and  Army 
hospitals.  The  doctors  protested  vigorously  any  such 
move  and  felt  that  the  same  results  could  be  ac- 
complished without  military  order;  that  a civilian 
under  Dr.  Arnold  could  equally  well  regulate  the 
situation.  But  in  spite  of  the  protest  an  Army  of- 
ficer was  designated  as  controller  of  hospital  ad- 
missions. More  recently,  however,  this  control  has 
been  relaxed  because  its  enforcement  would  entail 
assumption  of  responsibility  for  any  financial  loss 
to  the  hospitals  which  might  result. 

Firemen — Medical  Services:  Recently  the  ques- 

tion of  fees  to  be  charged  for  medical  services  to 
firemen  has  come  up  repeatedly.  It  seems  the  society 
in  1934  agreed  that  its  members  render  services  to 
firemen  at  the  Industrial  Accident  Fee  schedule  rates, 
under  the  following  conditions: 

“It  being  understood  that  no  one  receiving  more 
than  $150  per  month  would  be  eligible  for  the 
service  and  it  being  assumed  further  that  a phy- 
sician entering  into  obligation  for  care  of  any 
member  of  this  group  under  this  schedule  shall 
have  guarantee  of  payment.” 

This  matter  was  referred  to  the  Committee  on 
Forms  of  Medical  Practice  for  consideration  as  to 
whether  this  practice  should  be  continued. 
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Group  Insurance:  Dr.  Benyas  has  been  appoint- 

ed a committee  of  one  to  explore  the  possibility  of 
group  insurance  for  physicians  covering  illness  and 
disability. 


NECROLOGY 

Dr.  Charles  R.  McLean  was  born  in 
Princeton,  Illinois,  September  14,  1877  and 
died  in  Honolulu,  August  7,  1942. 

The  many  friends  and  associates  of  Mack, 
as  he  was  popularly  known,  were  prepared 
for  his  passing  after  his  long  illness  of  fif- 
teen years.  Those  of  us  who  knew  him  dur- 
ing his  years  of  activity  feel  his  loss  keenly, 
for  he  leaves  behind  him  the  memory  of  a 
devotion  to  his  profession,  to  this  association, 
and  a genuine  friendship  for  all  his  asso- 
ciates. 

He  was  a member  of  this  association  for 
about  forty  years,  serving  as  its  president  in 
1925,  and  his  record  of  service  should  be 
an  inspiration  to  all.  I do  not  believe  he  ever 
missed  a meeting  of  his  medical  society  un- 
less prevented  by  illness.  Even  when  the  at- 
tendance was  scanty  one  could  be  certain 
that  Mack  would  be  on  hand  the  first 
Friday  evening  of  each  month.  Rain  or  shine 
he  would  drive  in  from  Ewa.  His  friendship 
for  his  contemporaries  was  second  only  to 
his  devotion  to  his  profession.  His  cheerful 
smile,  his  warm  handclasp,  his  lovable  qua- 
lities endeared  him  to  all. 

We  do  not  grieve  for  Mack,  because  his 
long  illness  inflicted  too  much  suffering  to 
will  its  outcome  otherwise.  His  departure 
removes  from  our  membership  a personality 
that  will  not  soon  be  forgotten  nor  easily 
replaced.  It  is  love  and  respect  for  his 
character  and  personality  that  causes  us  to 
pause  to  pay  tribute  to  his  memory. 

Grover  A.  Batten,  m.d. 
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PAPERS  GIVEN  AT  THURSDAY  MORNING 
CLINICS: 

Leprosy  Lies — Dr.  A.  G.  Love 
Early  Syphilis — Dr.  Harrv  L.  Arnold,  Jr. 

Public  Health  Aspects  of  Syphilis — Dr.  S.  A.  Allison. 
Syphilis  in  Pregnancy — Dr.  O.  Lee  Schattenburg. 
Congenital  Syphilis — Dr.  Louise  Childs. 

Visceral  Syphilis — Major  Robert  Hoagland. 
Psychiatric  Manifestations  of  Syphilis — Dus.  E.  E. 
McNiel  & Wm.  Shanahan. 

Neurosyphilis — Dr.  Harold  M.  Johnson. 

Serology  in  Syphilis: 

The  Wasserman  Reaction — Dr.  E.  A.  Fennel. 
The  Kahn  Test — Lt.  Col.  P.  P.  Green. 

The  Kline  Test — Dr.  Louis  Hirsch. 

A case  of  hyperemesis  gravidarum  (?). 

Thrombosis  of  portal  & mesenteric  vein. 

A case  of  peripheral  neuritis. 

Three  cases  of  muscular  dystrophies— Dr.  R.  B. 
Cloward. 

Tetanus — Dr.  Steele  F.  Stewart. 

Tetanus — Dr.  F.  J.  Halford. 

Marfan’s  Disease: 

Case  presentation — Dr.  W.  J.  Holmes. 

X-ray  findings — Dr.  L.  L.  Buzaid. 

A case  of  intussusception  of  ileum  with  complications. 
A case  of  Weil’s  disease — Majori  R.  J.  Hoagland. 
Achrestic  anemia — Dr.  T.  F.  Fujiwara. 

A remarkable  escape  from  death — Dr.  J.  R.  Judd. 

A case  of  amebiasis. 

A case  of  subdiaphragmatic  abscess. 

A case  of  axillary  venous  thrombosis — Lt.  Col. 
Arnold  Jensen. 

Califying  intracranial  neoplasms — Du.  R.  B. 
Cloward. 

Xanthomatosis,  with  some  examples  of  disturbed 
lipoid  metabolism — Dr.  Harold  Johnson. 

An  extremely  unusual  obstetrical  case  with  complica- 
tions— Dr.  0.  B.  Warshauer. 

Surgical  treatment  of: 

Bronchiectasis 
Ulcerative  colitis 

Hirschsprung’s  disease — Du.  J.  E.  Strode. 
Atypical  pneumonia — Major  H.  J.  Frachtman. 

Islet  cell  tumor  of  pancreas  associated  with  bilateral 
renal  calculi — Lt.  Comdr.  Paul  C.  Spangler. 

Elizabeth  D.  Bolles,  reporting 
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• EXCEPTIONALLY  CLEAR 


In  pernicious  anemia,  Liver  Extract  in  adequate  dosage  will  produce  a 
prompt  reticulocyte  response  and  hematologic  recovery.  Once  dosage 
requirements  have  been  established  and  the  blood  picture  returned  to 
normal,  administration  may  be  reduced  to  two-  or  three-week  intervals. 

Concentrated  Liver  Extract  Squibb  (15  units  injectable  per  cc.)  offers  the 
advantages  of  being  low  in  total  solids,  and  exceptionally  clear  and  light 
colored.  Its  high  concentration  affords  low  dosage  volume  and  may  save  the 
patient  considerable  discomfort.  Furthermore,  cost  of  maintenance  is  appre- 
ciably less  than  with  effective  doses  of  liver  principle  given  orally.  It  is 
available  in  3xl-cc.  vial  packages  and  in  5-cc.  and  10-cc.  vials. 

Liver  Extract  Squibb  is  a sterile,  aqueous  solution,  obtained  from  edible 
liver.  Both  the  regular  and  concentrated  potencies  are  standardized  on  the 
basis  of  the  hematopoietic  response  in  pernicious  anemia  as  defined  by  the 
U.S.P.  Anti-Anemia  Preparations  Advisory  Board.  This  Board  has  ruled 
that  at  present  a strength  greater  than  1 5 units  per  cubic  centimeter  will  not 
be  assigned  to  a preparation  because  of  the  possibility  of  loss,  during  the 
concentration  process,  of  unknown  factors  of  value  in  the  treatment  of 
patients  with  pernicious  anemia.* 

Solution  Liver  Extract  Squibb  (3-3  units  injectable  per  cc.)  is  especially 
prepared.  It  is  not  made  by  diluting  Concentrated  Liver  Extract.  It  is  avail- 
able in  10-cc.  vials. 

* N.  N.  R.  1941,  p.  328. 

For  literature  address  Professional  Service  Department,  745  Fifth  Are.,  New  York,  N.  Y. 


TWO  POTENCIES 

3.3  units  (injectable)  per  cc. 
15  units  (injectable)  per  cc. 
Preservative — 0.5  per  cent  phenol 


THE  SAFE  PRESCRIPTION 


In  Vitamin  B Therapy 
or  Prophylaxis 


A carefully  Controlled  Concentrate  of 

THE  ENTIRE  VITAMIN  B COMPLEX 

obtained  from  Rice  Bran 

GALEN  "B”  . . . derived  from  Rice  Bran  . . . 
is  a purely  natural  product  which  contains 
the  entire  Vitamin  B Complex  in  essentially 
the  same  proportions  as  it  occurs  in  cereals. 
Thus  the  prescribing  physician  is  insured 
against  negative  response  resulting  from  the 
absence  of  any  of  the  factors. 

GALEN  B IS  ECONOMICAL 

. . . due  to  its  exceptionally  high  potency  in  the 
“other  factors” 

Each  ounce  (30cc)  contains  not  less  than: 

Vitamin  Bi 1500  Int.  Units 

(4.5  mgm.  as  thiamine  hydrochloride) 

Riboflavin  (Vitamin  B2) 300  gamma 

Vitamin  Bs  (Pyridoxine) 4.5  milligrams 

Nicotinic  Acid  _ 60  milligrams 

Pantothenic  Acid  12  milligrams 

Galen  “B”  has  a filtrate  factor  (Jukes- Lepkov- 
sky)  value  of  28  per  cc. 

You  may  obtain  samples  and  further  informa- 
tion about  these  two  products  by  simply 
writing  on  your  business  letterhead. 


ELIXIR  GALEN  "B”  FORTIFIED 
provides  full  assurance  of  complete 
Vitamin  B Complex  therapy  in  those 
cases  where  emphasis  must  be  placed 
upon  thiamine  and  ribofjavin.  It  con- 
tains 3333  I.  U.  of  Vitamin  Bi  and 
2500  gammas  of  Riboflavin  per  ounce 
plus  an  ample  complement  of  all 
other  factors  occurring  in  Rice  Bran. 


GALEN  COMPANY,  INC. 
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NOTES  AND  NEWS 


American  Specialty  Board  Diplomates  in  Hawaii 

Compiled  from  the  Directory  of  American  Specialty 

DERMATOLOGY  & SYPHILOLOGY: 

Arnold,  H.  L.,  Jr. 

INTERNAL  MEDICINE: 

Arnold,  H.  L.,  Sr. 

Doolittle,  S.  E. 

Duryea,  A.  W. 

Larsen,  N.  P. 

Molyneux,  A.  V. 

Walker,  H.  H. 

NEUROLOGICAL  SURGERY: 

Cloward,  R.  B. 

OBSTETRICS  & GYNECOLOGY: 

Bowles,  H.  E. 

OPHTHALMOLOGY : 

Crawford,  H.  E.  (Hilo) 

Holmes,  W.  J. 

Moffat,  H.  E. 

Pinkerton,  F.  J. 

Van  Poole,  G.  M. 

Cowan,  T.  W.  (Kahului) 

ORTHOPEDIC  SURGERY: 

Craig,  A.  L. 

Stewart,  S.  F. 

OTOLARYNGOLOGY : 

Howarth,  E.  M. 

Ikuta,  S.  K. 

Pang,  L.  Q. 

Pinkerton,  F.  J. 

Van  Poole,  G.  M. 

PATHOLOGY: 

Fennel,  E.  A. 

Tessmer,  C.  F. 

PEDIATRICS: 

Gaudin,  F.  H. 

Palma,  J. 

Wilbar,  C.  L. 

PSYCHIATRY  & NEUROLOGY: 

Kepner,  R.  D. 

McNiel,  E.  E. 

RADIOLOGY: 

Buzaid,  L.  L. 

Schnack,  A.  G. 

Smith,  J.  W. 

SURGERY: 

Alsup,  F.  F. 

Strode,  J.  E. 

UROLOGY: 

Brown,  R.  0. 

If  change  of  residence  or  other  factors  have  led 
to  inadvertent  omissions,  we  would  appreciate  being 
notified. 


NEW  MEMBERS 

R.  J.  Hoagland,  Cornell  Univ.  1933  (service). 

Richard  L.  Merkle,  Loyola,  1941  (service). 

Harold  M.  Sexton,  Tufts  College,  1941. 

Alfred  S.  Hartwell,  Harvard,  1938. 

Elmer  T.  Hobbs,  Univ.  of  Nebraska  (service). 

William  L.  Zink,  Louisiana  State,  1940  (service). 

Cyrus  Yee,  renewed  membership  after  returning 
from  postgraduate  work  on  the  mainland. 

Louis  Hirsch,  changed  from  honorary  to  regular 
membership. 

H.  B.  Cooper,  changed  from  honorary  to  regular 
membership. 

Takeo  Fujii,  Creighton,  1939,  has  gone  to  Mauna- 
loa,  Molokai. 

Clagett  L.  Beck,  Johns  Hopkins,  1935,  transfer- 
red from  Kauai  to  Honolulu. 

Frank  S.  Lee  was  transferred  to  Maui  County 
from  Honolulu. 

Dr.  W.  D.  Balfour  transferred  from  Hawaii  to 
Maui  County. 

Dr.  Frederick  Giles,  Dr.  Edmund  Ing  and  Dr. 
Leslie  Luke  have  been  called  to  active  duty  with 
the  Army  Medical  Corps. 

Dr.  Samuel  Yee  was  elected  head  of  the  Hawaii 
Chinese  Civic  Association  recently.  But  better  than 
that,  he  and  Doris  are  to  be  congratulated  on  the 
arrival  of  their  daughter,  Judith,  who  arrived  in 
October. 

A paper  by  Dr.  0.  Lee  Schattenburg  on  the 
relation  of  dentistry  to  obstetrics  was  published  in 
the  April  Issue  of  the  Journal  of  the  American  Dental 
Association. 

Dr.  Robert  H.  Fishback,  U.  S.  P.  H.  S.,  has  been 
assigned  as  acting  associate  director  of  the  Bureau 
of  Maternal  and  Child  Health  of  the  Board  of 
Health.  Dr.  Fishback  is  a Nebraska  graduate  and 
came  here  from  Norfolk,  Virginia,  in  August,  1941. 

Dr.  Corydon  M.  Wassell,  whose  heroism  during 
and  after  the  battle  of  Java  has  been  so  widely  ac- 
claimed, gave  an  account  of  his  experiences  at  one 
of  the  Thursday  morning  clinics  recently. 

The  American  Journal  of  Psychiatry,  Vol.  98, 
No.  5 (March  1942)  carried  a clinical  note  entitled 
"Kepner  Method  of  Collecting  Sputum  from  Psycho- 
tic Patients.” 

Dr.  Richard  C.  Durant  sent  greeting,  from  Ded- 
ham, Mass.,  recently,  indicating  that  he  may  he  in 
the  Navy  soon. 

Dr.  William  L.  Zink,  U.  S.  P.  H.  S.,  has 
been  assigned  to  operate  the  new  mobile  x-ray  unit 
recently  purchased  by  the  Board  of  Health.  Dr.  Zink 
is  also  assisting  in  the  venereal  disease  clinic  at 
Palama  Settlement.  He  is  a Louisiana  State  Univer- 
sity Medical  School  graduate. 
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California  and  Western  Medicine  carried  com- 
ments by  Capt.  Hayden  on  Pearl  Harbor  /Hospital’s 
experience  with  sulfanilamide. 

John  Milnor  and  Andy  Morgan,  sons  of  Dr.  and 
Mrs.  Guy  C.  Milnor  and  Dr.  and  Mrs.  James  A. 
Mjrc.an,  graduated  from  Dartmouth  on  May  10  and 
have  entered  the  medical  schools  of  Temple  and 
Cornell  respectively. 

Recently  licensed  to  practice  medicine  in  the 
Territory  were:  Drs.  George  M.  Hutto,  F.  D.  Nance, 
William  Shanahan,  John  M.  Felix,  Richard  L. 
Merkle,  Peter  S.  Washko,  William  L.  James,  A. 
L.  Vasconcellos,  Harold  M.  Sexton,  and  Louis 
Hirsch. 

Dr.  L.  Fernandez,  formerly  with  the  Honolulu 
Plantation,  went  to  Hawaii  in  August  to  become 
associate  physician  at  Pepeekeo  Hospital  with  Dr. 
Thomas  Keay. 

Dr.  R.  T.  Eki.und  left  Pepeekeo  in  August  to  go 
to  Pahala  where  he  is  head  physician. 

From  make-shift  and  widely  scattered  quarters, 
the  Honolulu  Blood  Bank  moved  in  August  into  a 
building  of  its  own,  constructed  especially  for  it  on 
the  grounds  of  the  Queen’s  Hospital.  The  0.  C.  D. 
provided  the  funds  to  construct  the  building. 

Dr.  William  Ito,  member  of  Queen’s  Hospital 
staff,  has  recently  been  appointed  to  take  over  the 
Palama  Settlement  venereal  disease  clinic,  replacing 
Drs.  Edmund  Ing  and  John  Devereux. 

In  spite  of  the  uncertainty  attending  returns 
to  Hawaii  under  military  regime,  several  of  our 
physicians  have  taken  the  chance  and  made  trips  to 
the  mainland.  Among  these  were  Dr.  Pinkerton, 
Dr.  Haralson,  Dr.  Edes  Alsup,  Dr.  Spencer,  Dr. 
Holmes,  Dr.  Mitchell,  Dr.  Gaspar,  Dr.  Mossman. 
Dr.  Gaspar  enjoyed  working  his  way  back  on  a cattle 
boat. 

Dr.  Richard  D.  Kepner  has  been  elected  to  fel- 
lowship in  the  American  Psychiatric  Association. 

On  November  15,  Mrs.  William  Fleming  will  join 
the  staff  of  the  Hospital  Social  Service  Association 
as  a medical  social  worker.  She  will  give  three  days 
a week  to  the  Queen’s  Hospital  and  three  days  to 
the  Children’s  Hospital.  It  is  hoped  that  attending 
physicians  and  staff  doctors  will  feel  free  to  avail 
themselves  of  h.er  case  work  services. 

Dr.  Francis  D.  Nance  has  joined  the  Medical 
Group. 

Dr.  and  Mrs.  M.  Ozawa  announced  the  arrival 
of  their  first  child,  a boy,  in  October. 

Dr.  Cyrus  W.  Yee  opened  new  offices  in  Hono- 
lulu early  in  October  and  will  devote  himself  prin- 
cipally to  eye  work. 

Dr.  Nils  P.  Larsen  has  returned  to  the  firing 
line  of  active  work  with  the  Medical  Group  after  a 
prolonged  absence  on  the  mainland. 

The  Hawaii  Territorial  Society  for  Mental  Hy- 
giene came  formally  into  being  in  September  through 
the  efforts  of  the  Psychiatric  Committee  of  the  Ter- 
ritorial Medical  Association. 

Dr.  Alfred  S.  Hartwell  has  recently  been  ap- 
pointed Medical  Director  for  Queen’s  Hospital.  Dr. 
Hartwell  comes  from  an  old  kamaaina  family.  He  is 
a graduate  of  Harvard  Medical  School. 

Dr.  and  Mbs.  Colin  McCorriston  returned  re- 
cently from  Boston.  Dr.  McCorriston  has  joined 
The  Clinic’s  department  of  obstetrics. 


SULFA  DRUGS  PLUS  SULFUR  SALVE 

Lieutenant  Commander  Corydon  M.  Wassell,  on 
his  way  through  Honolulu  from  the  Java  Sea  battle, 
was  a guest  of  the  Honolulu  County  Medical  Society 
at  a Thursday  Morning  Clinic  meeting,  where  he 
related  informally  some  of  his  experiences. 

"I  had  the  wounded  from  the  Marblehead  and 
Houston  in  my  care.  They  were  mostly  second  de 
gree  burns  from  bomb  flashes,  the  heat  of  which  is 
terrible.  You  could  tell  by  the  burned  areas  just 
what  clothes  the  men  had  on.  Being  in  the  tropics 
some  had  very  little  clothing  on,  some  V-necked 
shirts,  some  shorts,  some  you  could  see  where  their 
dungarees  were  rolled  up  half  way.  They  used  gun 
grease  on  some  of  the  men,  and  1 want  to  say  here 
that  these  burns  got  along  all  right.  Some  were  sprayed 
with  tannic  acid,  on  others  they  had  used  the  triple 
dyes,  and  I cannot  say  that  there  was  any  difference 
in  the  end  results  of  any  of  them. 

"We  took  these  men  up  to  Central  Java,  where 
they  have  as  good  a hospital  and  personnel  as  you 
have  here,  and  the  Dutch  gave  us  every  assistance 
humanly  possible.  They  came  with  an  auto  hospital 
train  and  carried  the  more  severely  wounded  up 
to Their  hospital  trains  are  perfect  hos- 

pitals, with  operating  room,  fully  equipped.  I am 
sorry  to  say  that  we  do  not  have  such  units  in 
America. 

"Some  of  the  men  were  given  salt  baths  and, 
with  some,  the  triple  dyes  were  continued.  Sulfa  drugs 
were  given  those  wbo  had  infections.  The  infections 
were  not  bad,  even  though  some  had  bad  shrapnel 
wounds.  They  had  only  sulfanilamide  and  sulfapy- 
ridine,  no  sulfathiazole.  When  other  preparations 
were  used  up,  one  of  the  Dutch  doctors  decided  to 
try  plain  old  sulphur  ointment.  They  buttered  it 
on  strips  and  bandaged  them  on.  Some  of  the  dress- 
ings were  left  on  for  four  or  five  days,  and  I am 
here  to  say  that  the  end  results  were  beautiful.  I 
came  out  of  Java  on  the  first  of  March  and  had 
with  me  the  Executive  Officer  of  the  Marblehead. 
His  legs  from  his  knees  down  were  extremely  badly 
burned,  but  the  infection  had  been  killed  out.  I had 
fresh  sulphur  ointment  dressings  put  on.  He  seemed 
to  get  along  so  well  that  I did  not  re-dress  him  again 
until  the  sixteenth.  The  dressing  came  off  easily, 
with  no  bleeding,  no  odor,  no  infection.  There  was 
practically  complete  healing  of  his  wounds.  I give 
you  this  as  an  example  of  leaving  dressings  on  so 
long.  I do  not  know  what  the  end  results  would 
have  been  if  there  had  been  infection.  Olive  oil  and 
cod  liver  oil  were  used  in  some  dressings,  olive  oil 
and  boric  acid  in  others,  but  generally  the  dressings 
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that  finally  ended  up  with  sulphur  ointment  gave 
the  best  results. 

"I  took  47  injured  men  ashore,  of  whom  42 
survived.  I do  not  believe  any  will  have  burn  con- 
tractures. Some  had  stiff  joints  where  an  arrp  had 
been  in  a sling,  but  before  they  left  me  a little 
passive  movement  and  massage  was  bringing  back 
the  full  use  of  their  arms. 

"We  left  the  southwest  shores  of  Java  on  the 
motor  ship  Jansen,  the  last  ship  out  of  Java.  We 
sailed  about  6:45  in  the  evening.  The  ship  was  ter- 
ribly'overcrowded.  We  sailed  along  the  south  coast, 
within  sight  of  shore.  About  10  o’clock  the  next 
morning  planes  flew  over.  They  passed  us  by  and 
we  thought  we  were  safe,  but  in  about  half  an  hour 
three  Zero  fighters  were  over  us.  They  poured  it 
on.  Eight  of  us  were  wounded,  four  seriously.  We 
finally  put  into  a little  port  and  the  majority  of 
people  left  the  ship.  The  only  people  left  aboard 
aside  from  our  group  were  the  Dutch  Navy  tech- 
nical personnel.  When  they  started  ashore  I went 
to  the  wounded,  of  whom  there  were  nine,  and 
asked  what  they  wanted  to  do — to  stay  aboard  or 
go  ashore.  These  boys  said  they  would  stick  by  the 
ship,  and  that  is  the  kind  of  guts  that  brought  us 
out.  Instead  of  sailing  south  or  southeast  toward 
Australia,  we  sailed  southwest.  I never  saw  such 
a bright  sun  and  such  bright  moonlight.  We  watched 
the  air  and  the  surface  continually.  The  tension  of 
anticipation  was  terrific.  We  were  going  seven  and 
a half  knots  and  that  would  have  been  duck  soup 
for  the  Jap  planes.  You  have  no  idea  of  how  it  feels 
to  be  so  helpless.  We  had  not  a thing  to  shoot  back 
at  them  with,  we  would  have  just  had  to  sit  and 
take  it. 

"To  the  Dutch  and  Australians  I want  to  take 
off  my  hat  for  the  manner  in  which  they  gave  us 
help.  Nothing  was  too  good  for  us;  they  gave  us 
anything  we  wanted. 

"Coming  across  on  the  ship  we  had  a Dutch 
first-aid  man.  I do  not  know  how  much  medicine 
he  knew.  We  had  an  English  engineer  with  a badly 
infected  leg  from  shrapnel.  It  was  swollen,  red,  hot, 
throbbing,  the  inguinal  glands  were  starting  to 
swell,  temperature  104,  chills.  I gave  him  sulfapy- 
ridine,  enough  for  two  days’  treatment.  As  it  turned 
out  the  Dutch  first-aid  man  gave  it  to  him  in  twenty- 
four  hours  in  addition  to  some  other  tablets  that  I 
knew  nothing  about.  The  next  morning  I looked  at 
him  and  could  see  he  had  a sulfa  poisoning.  He  had 
in  twenty-four  hours  about  a six  days’  dose.  I stopped 
everything  and  told  him  to  take  nothing  but  water. 
His  temperature  went  down,  and  his  leg  cleared  up, 
with  no  dressing  or  anything. 


The  much  needed  new  quarters  for  the  Mental 
Health  Clinic  at  Queen’s  Hospital  have  been  com- 
pleted, providing  ten  additional  clinic  beds  and  of- 
fice space  for  the  staff.  This  addition  was  made  pos- 
sible from  O.  C.  D.  funds. 

Too  late  to  publish  in  the  last  issue  of  the 
Journal  we  announce  belatedly  the  marriage  in  July 
of  Dr.  Harry  L.  Arnold,  Jr.  to  Miss  Jeanne  Prevost, 
of  Berkeley,  California. 

Dr.  Leon  E.  Mermod  announced  the  opening  of 
offices  in  the  Young  Hotel  Building  on  August  17. 

The  Japanese  Hospital  will  no  longer  be  known 
by  that  name:  it  is  now  the  Kuakini  Hospital. 

Dr.  Thomas  R.  White,  formerly  intern  at 
Queen’s  Hospital  and  a native  of  Haiku,  Maui,  has 
been  awarded  the  Distinguished  Flying  Cross  and 
the  Military  Order  of  China.  He  was  with  Brig.  Gen- 
eral Doolittle  as  flight  surgeon  during  the  bombing 
of  Tokyo. 

Dr.  C.  J.  Kusunoki,  formerly  health  officer  for 
Maui  County,  has  come  to  Honolulu  to  practice. 

Dr.  W.  D.  Balfour,  formerly  of  Pahala,  Hawaii, 
has  been'  appointed  plantation  physician  for  the 
Wailuku  Sugar  Company  and  is  now  making  his  re- 
sidence in  Wailuku.  Dr.  William  Osmers,  who  held 
this  position  for  the  past  33  years,  has  been  retained 
on  the  plantation  medical  staff  as  assistant  phy- 
sician. The  many  friends  of  Dr.  Osmers  will  be  de- 
lighted to  know  that  he  is  completely  recovered  from 
his  recent  severe  illness  and  able  to  attend  to  his 
duties  once  again. 

Major  C.  L.  Wii.bar,  M.  C.,  U.  S.  A.,  has  been 
appointed  County  Health  Officer  for  Maui  County 
with  headquarters  in  Wailuku. 

Dr.  K.  P.  Jones,  formerly  of  Kula  Sanitarium, 
has  moved  to  the  mainland  and  is  engaged  in  tuber- 
culosis work  in  Southern  California.  His  successor 
is  Dr.  Edmund  Tompkins,  until  recently  medical 
director  of  Puumaile  Home  on  Hawaii.  Dr.  Tomp- 
kins and  his  wife  and  children  have  previously  made 
their  home  on  Maui. 

Dr.  Robert  G.  Benson,  formerly  of  Mauna  Loa, 
Molokai,  has  transferred  his  membership  to  the  Ho- 
nolulu County  Medical  Society. 

Congratulations  are  due  to  Dr.  E.  T.  Shimoka- 
wa  of  Lahaina  on  his  marriage  on  June  28  to  Miss 
Merle  Michiko  Okada  of  Paia. 

Dr.  and  Mrs.  John  Sanders  became  the  proud 
parents  of  a 6 pound  10  ounce  son,  John  Michael,  on 
July  21. 

Little  Marie  Colette  Seiler,  weighing  but  5 
pounds  9%  ounces,  made  her  appearance  into  this 
troubled  world  on  July  29.  Dr.  and  Mrs.  Seiler  had 
wanted  a girl  and  evidently  had  a priority  rating 
in  this  connection.  Mother,  daughter,  and  papa  are 
all  completely  recovered  from  the  ordeal. 

The  K.  Izumis  are  now  three  since  Hie  birth  of 
a 7%  pound  boy  on  October  16th.  The  newcomer  has 
been  named  Gerald  K.  Izumi.  Mother  and  son  doing 
nicely.  Father’s  condition  improving  daily. 

Dr.  George  F.  Straub  has  returned  to  The  Clinic 
to  resume  the  practice  of  general  surgery,  after  a 
retirement  of  eight  years. 
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Hawaii  Medicai.  Joi  k.\ai. 

"We  gave  sulfa  drugs  by  mouth  only  when  there 
was  an  infection  because  we  were  very  short  of 
them.  Most  of  the  drugs  had  been  blown  up  and 
destroyed  when  the  Japs  came  into  Soerabaya.  As 
far  as  I am  concerned  they  can  have  all  the  quinine. 
1 use  Atabrine,  having  seen  the  results  of  it  in 
Arkansas  in  the  White  River  bottoms.  We  pushed 
malaria  off  the  face  of  1 1 camps  in  China  by  giving 
two  tablets  weekly,  one  on  Tuesdays  and  one  on 
Fridays  for  five  years.  However,  on  the  Bataan  penin- 
sula and  in  Java  you  might  be  safer  taking  three 
tablets  a week.  I like  it  also  for  its  compactness.  A 
man  can  carry  in  his  pack  nearly  a year’s  prophy- 
lactic supply,  in  a small  bottle.” 


Ether  Anesthesia  Near  Open  Flames 

Extract  from  "The  Use  of  Bulk  Ether  in  Anes- 
thesia” by  Harry  Gold,  M.D.  Jour.  A.M.A.  Sept.  5, 
1942,  Vol.  120,  No.  1,  pp.  44-45. 

"This  danger  (handling  ether  in  a closed  room) 
generally  speaking,  is  extremely  small.  The  National 
Board  of  Fire  Underwriters  states  that  the  vapor 
from  a quarter  pound  of  ether  will  make  60  cubic 
feet  of  air  explosive.  This  is  approximately  the  mini- 
mal explosive  concentration  of  ether  vapor  in  air.  We 
produced  such  an  atmosphere  in  a laboratory  room 
and  found  it  almost  unbearable  for  more  than  a few 
moments  to  several  individuals  who  entered.  One 
third  of  the  minimal  explosive  concentration  of  ether 
vapor  imparts  a very  strong  odor  of  ether  to  the 
atmosphere.  An  atmosphere  in  which  the  odor  of 
ether  is  faint  is  not  explosive.  The  transfer  of  a 5 
pound  can  of  ether  into  small  containers  in  a room 
of  about  2,000  cubic  feet  (say  10’  x 25’  x 8’)  would 
not  produce  an  explosive  atmosphere  even  if  the 
entire  quantity  escaped  in  the  form  of  vapor  evenly 
distributed  throughout  the  room.” 

Considerable  attention  has  been  devoted  to  the 
problem  of  operating  at  night  with  ether  anesthesia 
and  no  electric  light  available.  Such  a contingency 
is  of  course  easily  conceivable. 

Ether  is  highly  inflammable  and  its  vapor,  mixed 
with  air  is  explosive.  This  is  not  an  attempt  to  justify 
operating  by  lantern  light  with  ether  anesthesia. 

It  is  probable,  however,  that  the  danger  has  been 
in  the  past  somewhat  exaggerated.  The  greatest  dan- 
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ger  is  from  the  inflammability  of  the  ether.  Given  a 
situation  where  lives  would  be  lost  without  surgery, 
and  ether  and  open  flame  were  the  only  possible 
means,  one  should  not  hesitate  to  go  ahead  and 
operate,  keeping  the  light  as  far  as  possible  from  the 
liquid  ether  and  employing  the  maximum  of  ventila- 
tion available. 


Du.  Dorm. as  Murry  reports  from  one  of  the  out- 
posts that  he  is  having  a swell  time  fishing.  He  makes 
his  rounds  in  a hat  and  shorts  and  a jeep. 

Dr.  Rodney  West,  somewhere  in  the  Pacific,  is 
trying  to  compose  another  Desert  song.  Someone  sent 
him  a piano  and  he’s  quite  content. 

A paper  written  jointly  by  Lt.  Cmdr.  Joe  Palma 
and  Lt.  Enright  describing  blast  injuries  on  the 
Seventh  appeared  in  a recent  issue  of  the  U.  S.  Naval 
Medical  Bulletin. 

The  annual  clinical  congress  of  the  American 
College  of  Surgeons  which  was  scheduled  to  be  held 
in  Cleveland,  November  17-20th  was  cancelled. 

Dr.  Ivar  Larsen  of  Kohala  has  returned  to  work 
after  a vacation  of  two  weeks  spent  prowling  around 
Mauna  Kea  and  the  Kohala  mountains. 

Dr.  L.  R.  Fernandez,  formerly  of  Aiea,  is  now 
associated  with  Dr.  Thomas  Keay  at  Pepeekeo  Hos- 
pital. 

Dr.  R.  P.  Wipperman  is  now  resident  physician 
at  Naalehu  and  is  associated  with  Dr.  R.  T.  Eklund 
at  the  Pahala  Hospital. 

Dr.  H.  E.  Crawford  of  Hilo  has  returned  to  work 
after  spending  a short  vacation  on  the  Kona  side 
fishing,  etc. 

Dr.  Harold  Sexton  of  the  Queen’s  Hospital  Resi- 
dent Staff  is  serving  his  two  and  one-half  months 
field  service  with  his  father,  Dr.  L.  L.  Sexton  of  Hilo, 
who  plans  to  relax  a bit  while  the  younger  Sexton 
is  here. 

Dr.  Wm.  F.  Leslie  formerly  of  the  staff  of  Lealii 
Home  has  arrived  in  Hilo  and  assumed  the  Superin- 
tendency of  Puumaile  Home. 

Dr.  A.  T.  Roll,  who  has  practiced  on  the  Island 
of  Hawaii  for  twenty-eight  years,  has  returned  to  the 
Mainand  for  the  duration  at  least.  He  was  given  a 
testimonial  dinner  at  the  Naniloa  Hotel  by  the  Ha- 
waii County  Medical  Society  on  September  6th. 

Dr.  M.  F.  Haralson,  Territorial  Commissioner  of 
Public  Health  ,was  a visitor  to  the  Island  of  Hawaii 
the  latter  part  of  September.  He  a;  as  accompanied  by 
Dr.  M.  H.  Flintep.  who  has  been  assigned  to  this  Is- 
land as  Health  Officer. 
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Campbell,  W.  C.:  Operative  orthopedics. 

Castiglioni,  A.:  A history  of  medicine. 

Cecil,  Russell  L. : Textbook  of  medicine. 

Cole,  L.  G.  and  Cole,  W.  G. : Pncumoconosis  (.silico- 
sis), the  story  of  dusty  lungs. 

Crossen,  H.  S.  and  Crossen,  R.  J. : Operative  gyne- 
cology. 

Davison,  W.  C. : The  compleat  peditrician. 

Begener,  Otto:  Ferns  and  Flowering  Plants  of  Ha- 
waii National  Park.  Flora  Hawaiiensis,  or  Neiv 
Illustrated  Flora  of  the  Hawaiian  Islands. 

Gcepp,  R.  M. : Medical  state  board  questions  and 
answers. 

Golden,  Ross,  Ed:  Diagnostic  roentgenology. 

Goodman,  L.  and  Gilman,  A.:  Pharmacological  basis 
of  therapeutics. 

Harrison,  T.  R. : Failure  of  circulation. 

Harrower,  H.  R. : An  endocrine  handbook. 

Hassin,  George  B. : Histopathology  of  the  peripheral 
and  central  nervous  system. 


Hertzler,  A.  F. : The  technique  of  local  anesthesia. 

Hold,  V.  E.  and  Howland,  John:  Diseast's  of  infancy 
and  childhood. 

Key,  J.  A.  and  Conwell,  H.  E.:  The  management  of 
fractures,  dislocations  & sprains. 

Kracke,  R.  R. : Diseases  of  the  blood. 

Lewin,  Philip:  Infantile  paralysis. 

Lewis,  Sir  Thomas:  Vascular  disorders  of  the  limbs. 

May,  C.  H. : Manual  of  the  diseases  of  the  eye. 

Newburgh,  L.  H.  and  MacKinnon,  Frances:  Prac- 
tice of  dietetics. 

Norris,  G.  E.  and  Landers,  H.  R.  M. : Diseases  of  the, 
chest  and  the  principles  of  physical  diagnosis. 

Pardo-Castei.lo,  V.:  Diseases  of  the  nails. 

Park,  W.  H.  and  Williams,  Anna  K. : Pathogenic 
microorganisms. 

Penfield,  W.  and  Erickson,  T.  C. : Epilepsy  and  ce- 
rebral localization. 

Rankin,  F.  W.  and  Graham,  A.  S. : Cancer  of  the 
colon  and  rectum. 

Rasmussen,  A.  T. : Principal  nervous  pathways. 

Sevringhaus,  E.  L. : Endocrine  therapy  in  general 
practice. 

Sheehan,  J.  E. : Manual  of  reparative  plastic  sur- 
gery. 

Sigerist,  H.  E. : The  great  doctors. 

Siler,  J.  F.  and  others:  Immunization  to  typhoid 
fever. 

Stitt,  E.  R.:  Practical  bacteriology,  hematology  and 
animal  parasitology. 

Strong,  R.  P. : Stitt’s  Diagnosis,  prevention  and 
treatment  of  tropical  diseases. 

Sutton,  R.  L.  and  Sutton,  R.  L.  Jr.  : Diseases  of  the 
skin. 

Thomas,  K.  H. : Clinical  pathology  of  the  jaws. 

Watson-Jones,  R.:  Fractures  and  other  bone  and 
joint  injuries. 

Willius,  F.  A.  and  Keys,  T.  E. : Cardiac  classics. 

Youmans,  J.  B.:  Nutritional  deficiencies. 

Zinsser,  Hans,  et  al. : Immunity,  principles  and  ap- 
plication in  medicine  and  public,  health. 
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MEDICAL  BOOKS 

Complete  Catalogue 

Pursuant  to  requests  from  physicians  on  the  outside  islands,  a complete  list  of  the  books  in  the  medical 
library  in  the  Mabel  L.  Smyth  Memorial  Building  is  printed  herewith.  In  consideration  of  the  assessment 
levied  this  year  on  doctors  throughout  the  Territory,  any  of  these  books  will  be  mailed  to  the  other  islands 
on  request. 


ALLERGY 

Rowe,  A.  H.,  Clinical  allergy,  1937- 
Tuft,  Louis,  Clinical  allergy,  1937- 

ANATOMY 

Cunningham’s  manual  of  practical  anatomy,  3 vols., 
1919-1920. 

Delafield,  F.  and  Prudden:  A handbook  of  patholo- 
gical anatomy  and  histology,  1892. 

Eycleshymer,  A.  C.  and  Shoemaker,  D.  M.,  A cross- 
section  anatomy,  1930- 

Gray,  Henry,  Anatomy  of  the  human  body,  1924- 
Jackson,  C.  M.,  Morris’s  human  anatomy,  1921- 
Johnston,  T.  B.,  A synopsis  of  regional  anatomy, 
1928. 

Kimber,  D.  C.,  and  others,  Textbook  of  anatomy  and 
physiology,  2 copies,  1926 , 1939 ■ 

Nancrede,  Charles,  Essentials  of  anatomy,  1913. 
Spalteholz,  Werner,  Hand  atlas  of  human  anatomy, 
2 vols.,  1900,  1901 ; c vols..  3th  ed. 

ANESTHESIA 

Gurdel,  A.  E.,  Inhalation  anesthesia,  1937- 
Hertzler,  A.  E.,  The  technic  of  local  anesthesia.  1941- 
Hemer,  C.  L.,  Recent  advances  in  anesthesia  and 
analgesia,  1932- 

Labat,  G.,  Regional  anesthesia,  its  technic  and  clini- 
cal application,  1923- 

Rose,  J.  S.,  Handbook  of  anesthetics,  1919 . 1923- 
BACTERIOLOGY 

Certified  milk  conferences.  1927,  1930- 
Jordan,  E.  O.  and  Burrows,  William:  Textbook  of 
bacteriology.  1941- 

Jordan,  E.  0.:  Textbook  of  general  bacteriology,  1909 • 
Jordan,  E.  0.  and  Falk,  I.  S.:The  newer  knowledge 
of  bacteriology  k immunology,  1928- 
Park,  W.  H.  and  Williams,  A.  W. : Pathogenic  micro- 
organisms, 1939- 

Zinsser,  Hans  and  Bayne-Jones,  S. : A textbook  of 
bacteriology,  2 copies,  1934.  1939- 

BIOGRAPHY 

Ashford,  Baily  K. : A soldier  in  science,  1934- 
Bettany,  G.  T. : Eminent  doctors,  their  lives  and 
their  work,  v.  2,  1878- 

Bridge,  Norman:  The  marching  years,  1920- 
Burr,  Anna  Robeson:  IVeir  Mitchell,  his  life  and 
letters,  1929- 

Cushing,  Harvey:  The  life  of  Sir  William  Osier,  2 
vols.,  1926- 

Dixon,  Edward  H. : Scenes  in  the  practice  of  a New 
York  surgeon , 1 83  3- 

Duncan,  Louis  C. : Medical  men  in  the  American  Re- 
volution, 1931. 

IIeiser,  Victor:  An  American  doctor’s  odyssey,  ad- 
ventures in  43  countries,  1936- 
Hertzler,  A.  E.:  Horse  and  buggy  doctor,  1938- 


Martin,  Franklin  H. : Fifty  years  of  medicine  and 
surgery,  1934- 

Peacock,  A.  H. : Globe  trotting  with  a surgeon,  1936- 
Sigerist,  Henry  E.:  The  great  doctors — a biographic- 
al history  of  medicine,  1933. 

Winslow,  C.  E.  A. : The  life  of  Hermann  M.  Biggs, 
physician  and  statesman  of  the  public  health, 
1929- 

CHEMISTRY 

Austin,  J.  H.  and  Cullen,  G.  E. : Hydrogen  ion  con- 
centration of  the  blood  in  health  and  disease, 
1926. 

Bodansky,  M.  and  Bodansky,  0.:  Biochemistry  of 
disease,  1940- 

McCollum,  E.  V.:  Organic  chemistry,  1916. 

Peters,  J.  P.  and  Van  Slyke,  D.  D. : Quantitative 
clinical  chemistry,  2 vols.,  1932. 

Stieglitz,  Julius:  Chemistry  in  medicine,  1929- 
Watts,  W.  M. : Organic  chemistry,  1873. 

Wurtz,  A.:  Elements  of  modern  chemistry,  1892. 
Young,  J.:  A course  of  practical  chemistry,  quantita- 
tive and  qualitative,  1914. 

CLINICAL  MEDICINE 

Association  for  the  study  of  goiter,  1936,  193  8,  1940- 
Beaumont,  G.  E.  and  Dodds,  E.  C.:  Recent  adanccs 
in  medicine,  1936- 

Brunton,  Sir  Lauder:  Therapeutics  of  the  circula- 
tion, 1914- 

Buie,  L.  A.:  Practical  proctology,  1938. 

Cabot,  Richard:  Differential  diagnosis,  2 vols.,  1920, 
1921. 

Cabot,  R.  C.  Physical  diagnosis,  1912 ■ 

Campbell,  C.  M. : The  lazy  colon,  1928 ■ 

Capps,  J.  A.:  Experimental  and  clinical  study  of  pain 
in  the  pleura,  pericardium  and  peritoneum,  1932. 
Carlisle,  G.  L. : Practical  talks  on  heart  disease,  1934. 
Cecil,  R.  L. : Textbook  of  medicine,  1929,  1941- 
Clifford,  Randall:  The  sputum,  its  examination  and 
clinical  significance,  1932- 
Crii.e,  George  W. : Thyroid  gland,  1922. 

Davis,  G.  G.;  Salmon  sen,  Ei.la;  Earlywine,  J.  L. : 
The  pneumonokoniosis  ( Silicosis ) bibliography 
and  laws,  1934- 

Davis,  G.  G.;  Salmon  sen,  Ella;  Earlywine,  J.  L. : 
The  pneumonokoniosis  ( Silicosis ) literature 

and  laws,  193  3- 

Douthwaite,  A.  H. : The  injection  treatment  of  vari- 
cose veins,  1928. 

East,  T.  and  Bain,  C.:  Recent  advances  in  cardi- 
ology, 1936- 

Eusterman,  G.  B.  and  Balfour,  D.  C. : The  stomach 
and  duodenum,  193  3- 
Fifth  Avenue  Hospital  Clinic,  1927- 
Fishberg,  A.  M. : Hypertension  and  nephritis,  1934- 
Fisk,  E.  L.  and  Crawford,  J.  R. : How  to  make  the 
periodic  health  examination,  a manual  of  proce- 
dure, 1927- 
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Foxworthy,  F.  W. : Life  insurance  examination,  1924- 
French,  Herbert:  An  index  of  differential  diagnosis 
of  main  symptoms,  19)6- 

Friedlander,  Alfred:  Hypotension,  medicine  mono- 
lungs, 19)3- 

Gee,  Samuel:  Ausculation  and  percussion,  1908- 
Gee,  Samuel:  Medical  lectures  and  aphorisms,  1908. 
Hare,  H.  A.:  Progressive  medicine,  1920- 
Harrison,  T.  R.:  Failure  of  the  circulation,  1919. 
Harvey,  Wslliam:  Anatomical  studies  on  the  motion 
oj  the  heart  and  blood,  193 1- 
Hertzler,  A.  E. : Diseases  of  the  thyroid  gland,  19)3- 
Hertzler,  a.  p.:  Surgical  pathology  of  the  gastro- 
intestinal tract,  19)6- 

Hertzler,  A.  E.:  Surgical  pathology  of  the  peritone- 
um, 19)3- 

Hertzler,  A.  E. : Surgical  pathology  of  the  thyroid 
gland,  1936. 

Holman,  Emile:  Arterio-venous  aneurysm,  1937- 
Hutchison,  R.  and  Hunter,  D. : Clinical  methods, 
l‘>32. 

Hyman,  A.  and  Parsonnet,  A.  E.:  The  failing  heart 
of  middle  life. 

Jackson,  C. : Diseases  of  the  air  and  food  passages 
of  foreign  body  origin,  i<h6. 

Joslin,  Elliot  P. : Treatment  of  diabetes  mellitus, 
1928- 

Kraetzer,  A.  F. : Procedure  in  examination  of  the 
lungs,  1933. 

Lenzmann,  Richard:  Emergencies  in  medical  pract- 
ice, the  pathology  and  treatment  of  morbid  con- 
ditions that  may  suddenly  endanger  life,  1913- 
Levine  S.  A.:  Clinical  heart  disease,  19)6. 

Levine,  S A.:  Coronary  thrombosis,  its  various  cli- 
nical features,  19)1- 

Lewis,  Thomas:  Clinical  disorders  of  the  heart  beat, 
1914- 

Lewis,  Thomas:  Lectures  on  the  heart,  1913- 
Lewis,  Sir  Thomas:  Vasgular  disorders  of  the  limbs, 
1936- 

Mackenzie,  Sir  James:  Diseases  of  the  heart,  1923- 
Mackenzie,  Sir  James:  The  future  of  medicine,  1919- 
Mackenzie,  Sir  James:  Symptoms  and  their  inter- 
pretation, 1912. 

Miller,  W.  S. : The  lung,  1940- 
Morris,  R.  S.:  Clinical  laboratory  methods,  1919- 
Morrow,  A.  S. : Diagnostic  and  therapeutic  technic, 
1921. 

Morse,  N.  C.:  Emergencies  of  a general  practice, 
1918. 

Moynihan,  Sir  Berkeley:  Spleen  and  some  of  its 
diseases,  1921. 

Norris,  G.  W.  and  Landis,  H.  R.  M.:  Diseases  of  the 
chest  and  the  principles  of  physical  diagnosis, 
1940- 

Ogden  J.  B.:  Clinical  examination  of  the  urine  and 
and  urinary  diagnosis,  1900,  190). 

Osler,  Sir  William:  The  principles  and  practice  of 
medicine,  1913. 

Pardee,  H.  E B.,  Criteria  for  the  classification  and 
diagnosis  of  heart  disease  19)4- 
Pardee,  H.  E.  B.,  and  others:  Nomenclature  and  cri- 
teria for  diagnosis  of  diseases  of  heart,  1940. 
Physicians’  vitamin  reference  book,  19)8. 


Poulton,  E.  P.  and  others:  Taylor's  Practice  of  medi- 
cine, 19)0. 

Punch,  A.  L.  and  Knott,  F.  A.:  Modern  treatment 
of  diseases  of  the  respiratory  system,  19)6- 
Purdy,  C.  W. : Practical  urinalysis  and  urinary  diag- 
nosis, 1899- 

Rabinowitch,  I.  M. : Diabetes  mellitus,  19)3- 
Rankin,  F.  W.,  Bargen,  J.  A.  and  Buie,  L.  A.:  The 
colon,  rectum  and  anus,  1932. 

Ritchie,  W.  T. : Auricular  flutter,  1914. 

Sahli,  Hermann:  Diagnostic  methods,  191 8. 

Sansum,  W.  D.  and  others:  The  treatment  of  diabetes 
mellitus  with  higher  carbohydrate  diets,  1929. 
Steiner,  Rudolf:  Four  lectures  to  doctors,  1928. 
Stevens,  A.  A.:  The  practice  of  medicine,  192). 

Todd,  J.  C.  and  Sanford,  A.  H.:  Clinical  diagnosis  by 
laboratory  methods,  193  3- 

Transaction  of  the  third  international  goiter  confe- 
rence and  the  American  association  for  the  study 
of  goiter,  1938- 

Vitamins,  The.:  A symposium,  arranged  under  the 
auspices  of  the  Council  on  Pharmacy  and  Chem- 
istry and  the  Council  on  Food  of  the  A.  M.  A., 
19)9- 

Van  Slyke,  D.  D.,  and  others:  Observations  on  the 
courses  of  different  types  of  Bright’s  Disease  and 
on  the  resultant  changes  in  renal  anatomy,  1930. 
Weiss,  Samuel:  Diseases  of  the  liver,  gall  bladder, 
ducts  and  pancreas,  19)  3- 
White,  Paul  D. : Heart  disease,  1937. 

White,  Priscilla:  Diabetes  in  childhood  and  adoles- 
cence, 1928. 

Willius,  F.  A.:  Clinical  electrocardiograms,  their 
interpretation  and  significance,  1929. 

Willius,  F.  A.  and  Keys,  T.  E. : Cardiac  classics,  1941. 
Yearbok  of  General  Medicine,  1924-1941. 

Yeomans,  F.  C.:  Proctology,  a treatise  on  the  malfor- 
mations, injuries  and  diseases  of  the  rectum, 
anus  and  pelvic  colon,  1929- 

DERMATOLOGY 

Andrews,  G.  C. : Diseases  of  the  skin,  1932,  1940- 
Hill,  w.  r.  and  Pillsbury,  D.  M.:  Argyria,  the  phar- 
macology of  silver,  19)9 
Pardo-Castello,  V:  Diseases  of  the  nails,  1941. 
Schamberg,  J.  F. : Diseases  of  the  skin  and  eruption 
fevers,  1921. 

Semon,  H.  C.  G. : An  atlas  of  the  commoner  skin 
diseases,  1934. 

Sutton,  R.  L.  and  Sutton,  R L.  Jr.:  Diseases  of  the 
skin,  19)9. 

Swartz,  J.  H.  and  Reilly,  M.  G. : Diagnosis  and 
treatment  of  skin  diseases,  193  8- 
Yearbook  of  dermatology  & sy philology,  1924-19)3 ; 
19)9-1941- 

DIETETICS 

Barborka,  C.  J.:  Treatment  by  diet,  19)9- 
Bogert,  L.  J.:  Dietetics  simplified,  1940. 

Bridges,  M.  A.:  Dietetics  for  the  clinician,  1937. 
Christie,  C.  D.  and  others:  Dietary  suggestions,  1930 
Cooper,  L.  F.  and  others:  Nutrition  in  health  and 
disease.  1941 

Friedenwald,  J.  and  Ruhrah,  J.:  Diet  in  health  and 
disease,  1921 

Hanke,  M.  T.:  Diet  and  dental  health,  1933. 
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McCollum,  E.  V.  and  others:  The  newer  knowledge 
of  nutrition,  1940- 

Newburgh,  L.  H.  and  Mackinnon,  F. : The  practice 
of  dietetics,  19 34- 

Rose,  M.  S.:  The  foundations  of  nutrition,  19)8- 
Rose,  M.  S.:A  laboratory  handbook  for  dietetics,  19)9- 
Youman,  J.  B. : Nutritional  deficiencies,  1941- 

ENDOCRINOLOGY 

Cameron,  A.  T. : Recent  advances  in  endocrinology, 
19)4- 

Chile,  G. : Diseases  peculiar  to  civilized  man,  19)4- 
Harrower,  H.  R. : An  endocrine  handbook,  19)9- 
Harrowed,  H.  R. : Endocrine  diagnostic  charts,  with 
other  related  information,  1929. 

Rowe,  A.  W.  and  Lawrence,  C.  H. : Endocrine  studies, 
1929- 

Rowe,  A.  E. : Differential  diagnosis  of  endocrine 
disorders,  19)2- 

Sevringhaus,  E.  L. : Endocrine  therapy  in  general 
practice,  1940. 

Timme,  Walter:  Lectures  on  endocrinology,  19)4- 
Wolf,  William:  Endocrinology  in  modern  practice, 
19J6. 

GYNECOLOGY 

Allbutt,  Sir  Clifford:  Systent,  of  gynecology,  1909- 
Ashton,  W.  E.:  Practice  of  gynecology,  1909- 
Crossen,  H.  S.:  Operative  gynecology,  2 copies,  1920, 
1941- 

Crossen,  H.  S.  and  Crossen,  R.  J.:  Diseases  of 
women,  19)  J. 

Gilliam,  D.  T. : A textbook  of  practical  gynecology, 
1908. 

Hertzler,  A.  E. : Surgical  pathology  of  the  diseases 
of  the  mammary  gland,  1933- 
Hertzler,  A.  E:  Surgical  pathology  of  the  female 
generative  organs,  19)2- 
Kelly,  H.  A.:  Operative  gynecology,  1898- 
Peham,  H.  V.  and  Amreich,  J. : Operative  gynecology, 
1914,  2 vols. 

Reed,  C.  A.  L. : A textbook  of  gynecology,  1901- 
Skene,  A.  J. : Treatise  on  the  diseases  of  women, 
1898- 

HEMATOLOGY 

DaCosta,  John  C.:  CUnical  hematology,  1 803- 
Kracke,  Roy  R.:  Diseases  of  the  blood  and  atlas  of 
hematology,  1941- 

Pepper,  O.  H.  P.  and  Farley,  D.  L.:  Practical  hema- 
tological diagnosis.  1934- 

Piney,  A.  and  Wyard,  S.:  Clinical  atlas  of  blood  di- 
sease, 19)8- 

Symposium  on  the  blood  and  bloodforming  organs, 
19)9- 

Wiener,  A.  O.:  Blood  groups  and  blood  transfusions, 
19)4 

HISTORY  OF  MEDICINE 
Castiglioni,  Arturo:  A history  of  medicine,  1941- 
Casticlioni,  Arturo:  Italian  medicine — Clio  Medica 
series,  1923- 

Dawson,  Warren  R. : The  beginnings — Egypt  and  As- 
syria,  1930. 

Fujikawa,  Y. : Japanese  medicine — Clio  Medica 
series,  19)4- 
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Garrison,  F.  H.:  History  of  medicine,  1924. 

Haggard,  H.  W. : Devils,  drugs  and  doctors,  1929. 

Haggard,  H.  W. : Mystery,  magic,  and  medicine,  1924. 

Howell,  William  B. : Medicine  in  Canada — Clio  Me- 
dica series,  1934. 

Major,  Ralph.:  Classic  descriptions  of  diseases,  with 
biographical  sketches  of  the  authors,  19)2. 

Morse,  William  R.:  Chinese  medicine — Clio  Medica 
series,  19)4. 

Osier.  Sir  William:  Concise  history  of  medicine, 
1919. 

Power,  Sir  D’Arcy:  Medicine  in  the  British  Isles — 
Clio  Medica  series,  1930. 

Stone,  Eric:  Medicine  among  the  American  Indians 
— Clio  Medica  series,  1932. 

HOSPITALS 

Emerson,  H.:  The  hospital  survey  of  New  York,  1937. 

MacEaohern,  M.  T. : Hospital  organization  and  man- 
agement, 1940- 

Ochsner,  A.  J. : Organization,  construction  and  man- 
agement of  hospitals,  1909. 

INFECTIOUS  DISEASES 

Greenwood,  Major:  Epidemics  and  crowa  diseases, 
19)7- 

Las  win,  Philip:  Infantile  paralysis,  anterior  polio 
myelitis,  1941. 

MacNeyin,  M.  G.  and  Vaughan,  H.  S.:  Mouth  infec- 
tions, and  their  relation  to  systemic  diseases, 
19)0. 

Moulton,  Forest  R. : Tuberculosis  and  leprosy,  the 
mycobacterial  diseases,  1938- 

Park,  W.  H. : Poliomyelitis,  a survey,  1932. 

Strong,  R.  P.  and  others:  Typhus  fever  with  particu- 
lar reference  to  the  Serbian  epedemic,  1921. 

Thomson,  F.  H. : The  diagnosis  and  treat. nent  of  the 
infectious  diseases,  1924. 

LEGAL  MEDICINE  AND  TOXICOLOGY 

Autenrieth,  W. : Detection  of  poisons  and  powerful 
drugs , 1921- 

Gonzales,  T.  A.;  Vance,  M.;  Helpern:  Legal  medi- 
cine and  toxicology,  1937. 

Hamilton,  Alice:  Industrial  Poisons  in  the  U.  S., 
1929- 

Hamilton,  Alice:  Industrial  toxicology,  19)4 

Herzog,  A.  W. : Medical  jurisprudence,  1931. 

Kessler,  H.  H. : Accidental  injuries,  19)2. 

Maloy,  B.  S. : Legal  anatomy  and  surgery,  19)0. 

Munsterberg,  H. : On  the  witness  stand,  192). 
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effective. 
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IEDERLE  was  a pioneer  maker  of  parenteral  liver  ex- 
J tract — one  or  two  of  these  tiny  vials,  one  or  two  in- 
jections a month — keeps  the  pernicious  anemia  patient 
active  and  well.  In  1931  the  dose  measured  5 cc.,  in 
1932  it  was  reduced  to  3 cc.,  and  in  1935  it  was  refined 
and  concentrated  to  the  allowed  maximum  of  1 5 U.  S.  P. 
XI  injectable  units  per  cc. 
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"What  are  the  magic  words?” 


No  magic  words,  no  magic  wand  can  improve  a 
cigarette.  Something  more  tangible  is  needed . 

Philip  Morris  superiority  is  due  to  a different 
method  of  manufacture,  which  produces  a ciga- 
rette proved*  definitely  less  irritating  to  the 
smoker's  nose  and  throat. 

Perhaps  you  prefer  to  make  your  own  tests. 
Many  doctors  do.  And  may  we  add,  those  are  the 
doctors  who  become  Philip  Morris’  staunch- 
est friends. 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 

* Laryngoscope,  Feb.  193 3,  Vol.  XLV,  No.  2,  149-134 
Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  38-60 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  un- 
usually fine  new  blend — Country  Doctor  Pipe  Mixture.  Made  by  the 
same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


Ihe  well-being  of  hundreds  of  thousands  of  diabetic  patients 
would  be  disturbed  if  the  strength  of  lots  of  Iletin  (Insulin, 
Lilly)  should  vary  from  the  potency  stated  on  the  label.  Uni- 
formity is  assured  by  vigilant  testing — tests  of  crude  materials, 
tests  to  control  processing,  tests  for  purity,  sterility,  and  sta- 
bility. Data  for  the  standardization  of  one  master  lot  of 
Iletin  (Insulin,  Lilly)  may  aggregate  convulsion  tests  on  several 
thousand  mice  and  blood -sugar  curves  of  one  or  two  thousand 
rabbits.  It  is  estimated  that  more  than  a million  blood-sugar 
determinations  have  been  made  in  the  twenty  years  of  Insulin 
testing — another  example  of  the  art  of  doing  things  well. 
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Leptospirosis  (Weil's  Disease) 

Robert  J.  Hoagland,  Major,  m.c.,  u.s.a., 
Frank  H.  Harris,  Captain,  m.c.,  a.u.s. 

And 

Steven  S.  Chinen 
Honolulu 


Leptospirosis  icterohemorrhagiae  is  of  special  in- 
terest at  this  time  because  it  may  be  confused  with 
what  has  been  termed  "acute  infectious  hepatitis.”  a 
disease  seen  in  large  numbers  lately.  Since  many  cases 
of  leptospirosis  occurred  during  the  first  world  war1 
and  since  many  rats  in  the  Territory  of  Hawaii  are 
infected  with  leptospirae2,  Weil’s  disease  is  likely  to 
be  encountered  by  medical  officers  in  the  military 
service,  especially  by  those  in  this  Territory. 

Incidence 

A complete  review  of  the  American  literature1 
in  1941  mentioned  only  67  cases  of  Weil’s  disease. 
Stiles  and  Sawyer4  in  an  article  published  this  year 
tabulated  73  authentic  cases  of  Leptospira  infection 
in  North  America,  of  which  four  cases  occurred  in 
Canada,  and  the  remainder  in  thirteen  of  the  United 
States  and  in  the  District  of  Columbia.  In  addition, 
57  cases  of  Weil’s  disease  were  reported  by  F.nright 
and  Fennel’  to  have  occurred  in  the  Territory  of 
Hawaii  between  1936  and  193  8.  The  Hawaiian  Ter- 
ritorial Board  of  Health  has  reports  of  27  cases  oc- 
curring between  193  8 and  June  30,  1942.'’  Not  all 
of  these  Hawaiian  cases  were  confirmed  by  animal 
inoculation  or  agglutination  tests.  Enright  and  Fennel 
state,  however,  that  a sufficiently  large  number  were 
confirmed  by  laboratory  methods  and  that  the  clinical 
diagnoses  were  made  by  competent  physicians.  Be- 
tween 1924  and  193  8 there  were  8 52  reported  cases 
of  Weil’s  disease  in  the  Netherlands7;  and  between 
1933  and  1939,  there  were  reports  of  206  cases  in 
Great  Britain8.  Despite  the  fact  that  relatively  few 
cases  of  leptospira  infection  have  been  reported  in 
the  United  States,  the  disease  is  by  no  means  un- 
common and  will  probably  occur  increasingly  during 
this  war  as  it  did  in  the  first  World  War;  for  infected 
rats  are  almost  omnipresent,  and  soldiers  will  be 
exposed  to  contaminated  streams,  ditches,  caves,  tun- 
nels, and  trenches  the  world  over. 

Mode  of  Infection 

Most  cases  of  Weil’s  disease  result  from  contact 
with  water  or  objects  contaminated  with  spirochete- 
containing  urine,  usually  rat  urine.  The  percentage 


of  rats  found  infected  with  leptospirae  varies  con- 
siderably. For  example,  the  rate  of  infection  in  various 
parts  of  England  between  1918  and  192  2 varied 
between  4 and  41  per  cent  . 

It  is  worth  commenting  on  the  fact  that  whereas 
many  animals  are  susceptible  to  leptospirosis,  the 
domestic  mouse  does  not  seem  to  acquire  the  in- 
fection in  nature.  Possibly  rats  become  infected  be- 
cause they  frequent  places  containing  stagnant  water, 
whereas  domestic  mice  do  not.  It  is  probable  that 
leptospira  infection  can  occur  through  intact  skin, 
but  it  is  more  likely  to  follow  contact  of  abraded 
skin  with  contaminated  water.  Rarely  it  results  from 
bites  of  rats  or  other  infected  animals. 

Most  of  the  cases  of  leptospirosis  reported  in 
Hawaii  were  in  laborers  who  worked  in  irrigated 
cane  fields,  which  were  heavily  infested  with  rats. 
Struggling  or  swimming  in  contaminated  water  has 
caused  many  infections,  probably  as  a result  of 
aspiration.  Whether  or  not  infection  may  result  from 
drinking  polluted  water  is  problematic.  Leptospirae 
are  susceptible  to  various  digestive  enzymes  and  to 
acids,  hence  it  may  be  presumed  that  they  will  be 
destroyed  by  the  time  they  reach  the  jejunum.  How- 
ever, infection  via  buccal  or  esophageal  mucous  mem- 
brane is  possible.  Stiles  and  Sawyer  state  that  a 
frequently  quoted  epidemic  alleged  to  have  resulted 
from  drinking  contaminated  water  is  unproved.  The 
occupations  having  the  highest  incidence  of  Weil’s 
disease  include  miners,  fish  handlers,  and  workers  in 
sewers,  irrigated  fields  and  dairies.  Almost  always  the 
source  of  the  patient’s  infection  can  be  traced  to 
his  occupation,  recreation,  or  home  conditions. 

Clinical  Manifestations 

The  incubation  period  is  four  to  twenty  days. 
Weil’s  disease  is  customarily  divided  into  three  stages: 
the  first,  febrile,  or  septicemic;  the  second,  or  toxic; 
and  the  third,  or  convalescent,  stage.  The  first  stage 
usually  lasts  five  to  seven  days.  It  is  characterized 
by  a sudden  onset  of  symptoms  suggesting  severe 
influenza:  namely,  fever,  chilliness,  headache,  and 
severe,  generalized  muscular  pains,  most  pronounced 
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in  the  legs  and  back.  Abdominal  pain,  nausea,  and 
vomiting  may  be  present,  but  they  are  usually  over- 
shadowed by  the  symptoms  of  influenza.  The  patient 
experiences  intense  pain  in  his  calf  muscles  when 
he  attempts  to  stand  or  walk.  These  muscles  are 
usually  exquisitely  tender. 

Conjunctivitis  was  present  in  79  per  cent  of  a 
series  of  1 04  cases  reported  by  Davidson  and  Smith15. 
Hemorrhagic  manifestations  such  as  purpura,  hema- 
temesis,  hemoptysis,  or  epistaxis  were  present  in  76 
per  cent  of  these  cases;'  meningeal  signs  in  9 per 
cent,  enlarged  liver  in  26  per  cent,  and  palpable 
spleen  in  0.9  per  cent. 

Jaundice,  which  is  said  to  be  absent  in  half  of  the 
cases  of  Weil’s  disease,  1 - s occurred  in  6 5 per  cent 
of  Davidson  and  Smith’s  series.  Icterus  is  observable 
during  the  end  of  the  first  stage  or  in  the  beginning 
of  the  second  stage  of  the  illness.  During  the  latter 
stage,  which  lasts  from  seven  to  ten  days,  the 
temperature  returns  to  normal.  Death  is  more  likely 
to  occur  in  this  stage  than  in  the  others. 

The  third  stage  is  a period  of  convalescence 
during  which  icterus  and  any  remaining  symptoms 
disappear.  A secondary  rise  of  temperature  occurs  in 
about  half  of  the  cases  during  the  third  week  of 
illness8. 

Mortality  rates  have  been  reported  to  vary  from 
5 to  40  per  cent  in  Europe  and  up  to  70  per  cent 
in  Japan.  Davidson  and  Smith  believe  that  the  likeli- 
hood of  recovery  is,  roughly,  inversely  proportional 
to  the  degree  of  hyperazotemia,  and  is  not  decreased 
by  the  presence  of  meningitic  symptoms. 

Laboratory  Investigations 

Examinations  during  the  first  stage  will  show 
a leukocytosis  of  10,000  to  30,000  with  a relative 
increase  of  neutrophiles.  In  severe  cases  there  is  a 
decrease  in  the  number  of  red  blood  cells  and  in 
the  blood  hemoglobin.  The  blood  urea  nitrogen  is 
usually  at  least  40  mgm.,  and  may  be  as  high  as 
397  mgm.,  per  hundred  cubic  centimeters8.  Hypera- 
zotemia begins  during  the  first  stage  and  usually 
declines  during  the  second  stage  of  the  illness.  The 
erythrocyte  sedimentation  rate  is  greatly  accelerated. 
The  icterus  index  begins  to  rise  around  the  fifth 
to  eighth  day.  Its  rise  is  very  rapid.  The  patient’s 
urine  usually  contains  albumin  and  casts,  and  fre- 
quently contains  red  blood  cells.  Bile  and  urobilin 
are  detectable  in  the  urine  of  jaundiced  patients. 

The  cerebrospinal  fluid  of  patients  with  meningi- 
tic manifestations  contains  slightly  or  moderately  in- 
creased protein  and  usually  from  3 0 to  2 50  cells, 
which  early  are  mainly  polymorphonuclears,  and  later 
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are  lymphocytes.  Whether  or  not  leptospirae  can  be 
demonstrated  in  this  fluid  is  controversial. 

As  in  typhoid  fever,  the  first  week  of  Weil’s 
disease  is  the  bacteremic  phase,  during  which  organ- 
isms can  be  isolated  from  the  patient’s  blood,  while 
the  second  week  is  the  period  of  antibody  formation, 
during  which  agglutination  tests  give  positive  re- 
sults. 

For  an  absolute  diagnosis  of  Weil’s  disease,  Lep- 
tospira icterohemorrhagiae  must  be  isolated  by  inoc- 
ulating media  (of  which  the  most  convenient  are 
Fletcher’s,  Vervoort’s  or  Noguchi’s  serum  medium) 
with  the  patient’s  blood  or  urine;  or  the  primary 
isolation  of  the  spirochete  may  be  made  from  liver 
or  kidneys  of  young  guinea  pigs  or  American  deer 
mice  which  have  been  inoculated  with  the  patient’s 
blood  or  urine. 

Davidson  and  Smith  found  that  up  to  the  fourth 
day  of  illness  the  spirochetes  were  recovered  from 
the  blood  of  all  of  17  cases.  After  the  fourth  day 
the  chance  of  recovering  organisms  decreased;  and 
after  the  eighth  day  they  were  infrequently  found 
in  the  blood.  Zinsser  and  Jones'1  state  that  the 
organism  can  be  recovered  from  patients’  urine  dur- 
ing the  third  week  of  illness;  and  that  on  the  nine- 
teenth and  twentieth  days  urine  is  most  likely  to 
contain  the  bacteria.  According  to  Fennel10  they 
usually  disappear  from  the  urine  about  the  fortieth 
day  of  the  disease,  but  some  patients  continue  to 
excrete  the  organisms  up  to  the  sixty-third  day. 

During  the  first  week  of  illness,  the  diagnosis 
may  be  established  by  injecting  3 to  5 cc.  of  blood 
into  the  peritoneal  cavity  of  guinea  pigs.  Fennel 
recommends  that  the  inoculaton  take  place  immedi- 
ately after  withdrawing  blood,  but  if  this  can  not 
be  done,  clotted  blood,  not  citrated  blood,  should 
be  sent  to  the  laboratory.  The  reason  for  the  warn- 
ing against  the  use  of  citrated  blood  is  that  con- 
centrations of  citrate  as  low  as  0.5  to  1 per  cent 
affect  leptospirae  adversely.  However,  Davidson  and 
Smith  state  that  they  injected  blood  clot  into  young 
guinea  pigs  and  obtained  positive  results.  Infected 
guinea  pigs  become  febrile  about  twenty-four  hours 
after  injection,  and  usually  die.  The  duration  of 
their  illness  depends  on  the  number  of  spirochetes 
injected  and  on  the  virulence  of  the  strain.  An  in- 
tense jaundice  develops  toward  the  end  of  the  disease. 
Animals  inoculated  with  blood  from  patients  may 
live  for  ten  or  more  days.  If  the  animal  fails  to  die, 
its  blood  can  be  tested  for  agglutinins;  and  a suspen- 
sion of  its  kidneys  may  be  inoculated  into  other 
guinea  pigs. 
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The  pathologic  changes  in  guinea  pigs  and  in 
humans  are  similar.  In  brief,  these  changes  consist 
of  a jaundiced  appearance  of  most  of  the  tissues  in 
addition  to  edema  and  hemorrhages  in  the  lungs,  in- 
testines, adrenals,  kidneys  and  striated  muscles,  and 
in  the  fat  of  the  crural  and  axillary  regions. 

Among  the  various  histologic  changes  are:  (1) 
fatty  degeneration  and  necrosis  of  the  liver,  together 
with  stasis  in  biliary  capillaries  and  slight  leukocytic 
and  lymphocytic  infiltration;  (2)  swelling  and  ne- 
crosis of  the  epithelium  of  the  convoluted  tubules 
of  the  kidneys,  with  numerous  casts;  (3)  hemo- 
rrhagic infarcts  of  the  lungs;  and  (4)  hemorrhages 
in  the  adrenals,  calf  muscles,  and,  less  often,  in 
skeletal  muscles.  Kidney  and  liver  sections  often 
reveal  leptospirae.  The  mechanism  that  produces  these 
changes  is  unknown.  Haschec  and  Tobey11  state  that 
the  damage  is  produced  by  toxic  action  of  the  spiro- 
chetes. 

It  has  been  said  that  the  diagnosis  of  Weil’s 
disease  may  be  based  on  the  characteristic  clinical 
picture  and  certain  laboratory  tests,  among  which 
darkfield  examination  of  blood  and  of  urine  are 
most  important12.  Stiles  and  Sawyer  agree  with  Fen- 
nel that  darkfield  microscopy  is  unreliable.  The  pre- 
sence of  confusing  artifacts  in  blood  and  even  urine 
may  lead  to  the  erroneous  diagnosis  of  Weil’s  disease. 

A laboratory  method  of  diagnosis  not  described 
in  the  literature  available  to  us  was  used  in  the  case 
reported  below.  Sixty  cc.  of  urine  was  centrifuged 
at  high  speed  for  five  minutes.  The  supernatant 
fluid  was  discarded  leaving  about  .2  5 cc.  of  sediment 
in  the  test  tube.  A loopful  of  this  was  placed  on  a 
slide  and  stained  for  spirochetes  using  Fontana’s  meth- 
od. The  stained  organisms  were  easily  distinguished. 

Several  immunologic  reactions  are  valuable  in 
establishing  the  diagnosis  of  leptospirosis.  The  ag- 
glutination test,  similar  to  the  typhoid  agglutination 
test,  is  most  commonly  used.  Agglutination  reactions 
can  be  recognized  after  two  hours  of  incubation  at 
30  C.  The  preparation  of  the  antigen  is  described 
by  Packchanian.13  A set  for  the  performance  of  ag- 
glutination tests  is  manufactured  by  Lederle. 

Agglutination,  in  a dilution  of  1:300,  strongly 
suggests  the  diagnosis  of  Weil’s  disease.12  This  titer 
is  usually  present  during  the  second  week  of  illness. 
Inasmuch  as  an  individual’s  blood  will  give  agglu- 
tination reactions  for  many  years  after  infection 
(which  may  have  gone  unrecognized),  a rise  in  titer 
should  be  obtained  before  the  diagnosis  of  leptos- 
pirosis is  made  on  this  basis. 


Differential  Diagnosis 

Jaundice  is  present  in  many  diseases  which  are 
very  easily  differentiated  from  Weil’s  disease.  There- 
fore, this  discussion  will  be  confined  to  those  diseases 
more  likely  to  be  confused  with  leptospirosis. 

Inasmuch  as  our  patient  was  admitted  to  the 
hospital  with  the  diagnosis  of  "acute  infectious  hepa- 
titis,” and  since  the  latter  condition  has  been  seen 
so  frequently  during  the  past  few  months,  the  dif- 
ferential diagnosis  between  it  and  leptospirosis  is 
especially  important. 

"Acute  infectious  hepatitis”  is  a disease  of  un- 
known etiology  with  symptoms  identical  to  those 
present  in  the  syndrome  which  has  been  called  acute 
catarrhal  jaundice.  Ordinarily  patients  with  "acute 
infectious  hepatitis”  or  with  acute  catarrhal  jaun- 
dice have  few  complaints.  Lassitude,  anorexia,  slight 
abdominal  distress,  nausea,  and  occasional  vomiting 
comprise  the  subjective  manifestations.  Often  pa- 
tients do  not  seek  medical  attention  until  their 
sclerae  are  observed  to  be  yellow. 

On  the  other  hand,  patients  with  leptospirosis 
usually  become  ill  suddenly  with  a prostrating  malady 
which  closely  resembles  severe  influenza,  and  seek 
medical  attention  before  jaundice  sets  in.  Icterus 
becomes  deeper  more  rapidly  in  Weil’s  disease  than 
in  acute  hepatitis.  Severe  muscular  pain  and  tender- 
ness, especially  of  the  back  and  calf  muscles,  should 
lead  to  the  suspicion  of  the  existence  of  leptospirosis. 
If  conjunctivitis  and  hemorrhagic  and  meningitic 
manifestations  are  present,  the  suspicion  is  strength- 
ened. 

In  studying  60  cases  of  "acute  infectious  hepa- 
titis” (the  total  admitted  to  this  hospital  during 
this  year),  the  white  blood  cell  count  was  found 
to  be  10,000  or  higher  in  only  2 cases,  and  the 
highest  count  was  12,800.  In  neither  of  these  cases 
did  neutrophiles  exceed  60  per  cent  of  the  total  of 
white  blood  cells.  As  a rule  white  blood  cell  counts 
were  less  than  7,000.  On  the  other  hand,  leukocytosis 
is  characteristic  of  Weil’s  disease.  The  presence  of 
hyperazotemia  and  a rapid  sedimentation  rate  aid 
greatly  in  establishing  a diagnosis  of  Weil’s  disease. 
Albuminuria  is  characteristic  of  Weil’s  disease,  but 
of  our  60  cases  of  "acute  infectious  hepatitis”  only 
one  had  more  than  a trace  of  albumin  in  his  urine. 
Of  course,  animal  inoculation  and  immunologic  tests 
will,  in  the  end,  differentiate  leptospirosis  from  all 
of  the  similar  diseases  under  discussion. 

Although  mild  cases  of  Weil’s  disease  may  be 
confused  with  "acute  infectious  hepatitis,”  there 
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should,  as  a rule,  be  little  difficulty  in  differentiating 
between  these  two  diseases. 

The  clinical  differentiation  between  leptospirosis 
and  yellow  fever  or  jungle  yellow  fever  is  very  dif- 
ficult. Severe  cases  of  Weil’s  disease  may  be  in- 
distinguishable from  yellow  fever.  It  is  of  interest 
that  Noguchi  was  led  to  believe  that  a spirochete 
was  the  cause  of  yellow  fever  because  he  examined 
the  blood  of  patients  with  Weil’s  disease  in  the 
erroneous  belief  that  they  had  yellow  fever.  Geo- 
graphic limitations  on  the  occurrence  of  yellow  fever 
will  often  rule  out  this  disease.  The  course  of  the 
temperature  is  somewhat  different  in  the  two  diseases. 
In  yellow  fever,  after  two  or  three  days,  there 
occurs  a remission  lasting  from  three  to  forty-eight 
hours,  which  is  followed  by  a relapse  during  which 
a marked  relative  bradycardia  is  present  (Faget’s 
sign).  Otherwise  the  symptoms  are  the  same  as  in 
the  initial  period  of  fever.  The  second  febrile  period 
lasts  from  two  to  five  days. 

Probably  of  greatest  value  in  the  differential 
diagnosis  is  the  white  blood  cell  count,  for  leukopenia 
is  the  rule  in  yellow  fever.  Albuminuria  occurs  in 
both  diseases,  but  appears  earlier  in  yellow  fever  and 
becomes  more  severe  each  day.  Inasmuch  as  death 
or  recovery  will  have  taken  place  before  the  results 
of  mouse  inoculation  and  protection  tests  are  avail- 
able, these  procedures  have  little  practical  value. 

The  clinical  differentiation  between  leptospirosis 
and  relapsing  fever  also  is  very  difficult.  Fever, 
jaundice,  hemorrhage,  muscular  pain,  and  signs  of 
meningitis  are  common  to  both  diseases.  The  first 
febrile  period  in  relapsing  fever,  and  the  first  stage 
of  Weil’s  disease,  both  last  about  six  days;  relapses 
occur  in  both  diseases  during  the  third  week.  The 
spleen  and  liver  are  said  to  be  enlarged  in  relapsing 
fever,  whereas  the  former  is  rarely,  and  the  latter 
is  not  usually,  enlarged  in  leptospirosis.  Leukocytosis 
is  present  in  both  diseases.  The  diagnosis  of  relapsing 
fever  is  based  on  finding  large  spirochetes  in  stained 
films  of  blood  taken  during  relapses. 

Weil’s  disease  may  be  confused  with  septicemia 
in  which  jaundice  is  a symptom.  Helpful  in  dif- 
ferential diagnosis  are  the  presence  of  intense  muscle 
pain  and  tenderness  in  the  former  and  a positive 
blood  culture  in  the  latter.  Sometimes  the  jaundiced 
patient  who  has  septicemia  does  not  have  choluria. 

Acute  yellow  atrophy  should  be  differentiated 
rather  easily  because  it  usually  begins  as  a mild 
disease  with  symptoms  similar  to  those  described  as 
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occurring  in  "acute  infectious  hepatitis.”  The  pa- 
tient with  acute  yellow  atrophy  becomes  worse  at 
a time,  after  two  or  three  weeks,  when  the  patient 
with  leptospirosis  is  recovering.  A diminution  in  the 
extent  of  liver  dulness,  and  the  presence  of  leucine 
and  tyrosin  crystals  in  the  urine,  are  of  diagnostic 
aid. 

Treatment 

Antiserum  obtained  from  horses  which  have  been 
inoculated  with  leptospirae  is  said  to  have  produced 
favorable  effects11.  However,  the  results  available 
to  us  are  not  such  as  to  warrant  any  degree  of  en- 
thusiasm concerning  this  form  of  treatment.  The 
serum  is  injected  intravenously  in  doses  of  60  cc. 
Inasmuch  as  it  is  said  to  be  most  efficacious  in  the 
first  week  of  illness,  and  since  the  diagnosis  of  lep- 
tospirosis will  usually  be  made  after  the  patient  has 
been  ill  one  week,  our  skepticism  regarding  this 
form  of  treatment  appears  to  be  justified.  Serum 
from  convalescent  patients  also  has  been  used  in 
treatment. 

Arsenicals  are  ineffective21.  Bismuth  has  been 
used  without  proven  good  effects. 

Obviously  the  treatment  of  a disease  whose 
mortality  rate  without  specific  treatment  varies  so 
widely  can  be  evaluated  only  if  a considerable  num- 
ber of  cases  are  treated  under  controlled  conditions. 
Until  such  time  treatment  must  remain  sympto- 
matic. 

The  usual  contagious-disease  precautions  should 
be  taken  by  ward  personnel.  The  patient  should 
be  isolated  and  should  wash  his  hands  with  1 per 
cent  cresol  solution  after  each  urination.  His  urine 
should  be  disinfected  before  it  is  disposed  of. 

Inasmuch  as  leptospirae  are  susceptible  to  acids, 
it  may  be  possible  to  end  the  urinary  carrier  state 
more  rapidly  by  administering  mandelic  acid  and 
urine-acidifying  drugs.  It  is  impractical  to  isolate 
the  patient  in  a hospital  until  it  can  be  proved  that 
his  urine  no  longer  contains  leptospirae.  However, 
the  patient  can  easily  continue  his  posturination 
hand-washing  for  several  months. 

Report  of  Case 

B.  D.,  a 25  year  old  white  airplane  mechanic, 
entered  the  Territory  of  Hawaii  in  May,  1942,  and 
was  admitted  to  this  hospital  eight  weeks  later,  on 
July  20,  1942. 

His  family  history  and  past  history  were  irrele- 
vant. Thirteen  days  before  the  onset  of  his  illness, 
he  swam  in  a stream  along  whose  banks  rats  show- 
ing 10  per  cent  incidence  of  Leptospira  infestation 
had  been  trapped.  On  July  14  his  illness  began,  with 
listlessness,  abdominal  cramps,  and  nausea.  These 
symptoms  persisted  until  admission.  On  the  fifth 
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day  of  his  disease  severe  pain  and  tenderness  were 
noticed  in  the  muscles  of  both  legs;  and  on  the  next 
day  his  sclerae  became  yellow  and  his  feces  light 
tan.  Nose  bleed  and  other  hemorrhagic  manifestations 
were  absent.  After  he  had  been  sick  six  days  he  was 
admitted  to  this  hospital.  He  was  believed  to  have 
“acute  infectious  hepatitis”  by  the  physician  who 
admitted  him. 

Physical  examination  showed  no  abnormalities 
except  a fever  of  101.4  F.,  yellow  sclerae,  tenderness 
of  back  and  calf  muscles,  slight  nuchal  rigidity,  and 
slight,  generalized  enlargement  of  lymph  nodes. 

His  temperature  became  normal  on  the  tenth 
day  of  illness  and  remained  normal  thereafter.  Jaun- 
dice increased  rapidly  in  intensity  until  the  tenth 
day,  after  which  it  began  to  subside  slowly.  It  dis- 
appeared completely  seven  weeks  after  his  illness 
had  begun.  All  other  symptoms  subsided  shortly  after 
admission;  and  after  two  weeks,  he  felt  entirely  well 
except  for  moderate  weakness. 

On  the  day  of  admission  (the  seventh  day  of  his 
illness)  his  white  blood  count  was  16,500  with  79 
per  cent  polymorphonuclear  cells.  Red  blood  cell 
count  and  hemoglobin  level  were  normal.  A blood 
count  on  the  next  day  gave  similar  results.  The  ery- 
throcyte sedimentation  rate  on  admission  was  108 
mm.  at  the  end  of  an  hour.  Icterus  index  on  July  21 
was  100  and  six  days  later  was  56.  Blood  non-protein 
nitrogen  was  75  mgm.  per  cent  on  the  ninth  day  of 
his  illness  and  60  mgm.  per  cent  on  the  fourteenth 
day.  The  Wassermann  reaction  of  his  blood  was  nega- 
tive. Prothrombin  time  was  normal. 

Urinalysis  on  admission  showed  albuminuria 
three  plus,  bile,  urobilin,  and  a few  casts.  Subsequent 
urinalyses  showed  a gradual  decrease  in  albumin, 
and  casts  soon  disappeared. 

Agglutination  tests  performed  on  the  ninth  and 
fourteenth  days  of  the  patient’s  disease  by  Dr.  J.  E. 
Alicata  of  the  University  of  Hawaii’s  Parasitology 
Department  were  positive  in  dilutions  of  1:300  and 
1:30,000  respectively.  Dr.  Alicata  used  his  own  cul- 
tures of  Leptospira  icterohemorrhagiae  in  perform- 
ing these  tests. 

On  the  ninth  day  of  the  patient’s  illness  his 
blood  was  injected  into  the  groins  of  three  young 
guinea  pigs.  Two  animals  received  injection  of  6 cc., 
and  the  third  animal  an  injection  of  1 cc.  Ulcers  ap- 
peared at  the  sites  of  inoculation  five  days  later. 
Material  taken  from  the  bases  of  the  ulcers  was 
examined  by  darkfield  microscopy  and  after  staining 
by  Fontana’s  method.  Morphologically  typical  leptos- 
pirae  were  disclosed  by  both  methods  of  examination. 
The  ulcer  of  the  guinea  pig  which  was  inoculated 
with  only  1 cc.  of  blood  was  small,  and  material  from 
its  base  disclosed  few  leptospirae. 

On  six  occasions,  between  the  tenth 'and  twenty- 
fourth  days  of  the  patient’s  illness,  urine  sediment 
was  inoculated  into  the  peritoneal  cavities  of  guinea 
pigs.  The  animal  inoculated  with  urine  obtained  on 
the  nineteenth  day  of  the  patient’s  illness  developed 
jaundice  and  died  thirteen  days  after  injection.  This 
animal’s  liver  was  ground  up  and  inoculated  into  the 
peritoneal  cavity  of  a second  guinea  pig,  which  be- 
came very  ill  and  deeply  jaundiced,  and  was  killed  a 
week  after  inoculation.  Material  from  this  animal’s 
liver  was  placed  on  artificial  culture  media.  Leptos- 
pirae were  found  on  these  media.  Stained  sections 
of  the  animal’s  liver  showed  numerous  leptospirae. 


Sediment  obtained  after  centrifugation  of  the 
patient’s  urine  was  stained  by  Fontana’s  method  and 
examined  microscopically.  Daily  examinations  re- 
vealed no  organisms  until  the  eighteenth  day  of  ill- 
ness. Between  the  eighteenth  and  twenty-ninth  days, 
inclusive,  examinations  disclosed  the  presence  of 
morphologically  typical  leptospirae  except  during  a 
period  of  three  days  when  the  patient  was  receiving 
mandelic  acid.  No  organisms  were  seen  after  the 
twenty-ninth  day  of  the  disease. 

Summary 

(1)  Leptospirosis  is  a disease  which  will  prob- 
ably be  encountered  increasingly  during  this  war  as 
it  was  in  the  first  World  War.  It  should  be  suspected 
when  jaundice,  fever,  severe  muscle  pain  and  ten- 
derness, conjunctivitis,  and  hemorrhagic  manifes- 
tations are  present.  However,  it  must  be  remembered 
that  jaundice  is  absent  in  31  to  JO  per  cent  of  the 
cases. 

(2)  Typical  laboratory  findings  include  leu- 
kocytosis of  10,000  to  30,000  cells  per  cubic  milli- 
meter of  blood  with  a relative  increase  of  neutro- 
philes,  accelerated  erythrocyte  sedimentation  rate, 
hyperazotemia,  and  hypercholemia. 

(3)  During  the  first  week  of  illness  lepto- 
spirae may  be  isolated  from  the  patient’s  blood  by 
inoculating  artificial  culture  media  or  young  guinea 
pigs;  and  during  the  third  week  of  illness  the  or- 
ganisms may  be  isolated  similarly  from  urine.  After 
the  first  week  of  illness  agglutination  tests  give 
positive  results,  with  titers  frequently  over  1:10,000. 
Agglutination  in  a dilution  of  1:300  is  diagnostic 
if  a rising  titer  is  observed. 

(4)  The  microscopic  examination  of  urine  sedi- 
ment stained  by  Fontana’s  method  is  likely  to  dis- 
close organisms  during  the  third  and  fourth  weeks 
of  illness. 

( J ) The  clinical  manifestations  of  leptospirosis, 
yellow  fever,  and  relapsing  fever  are  similar. 

(6)  The  results  of  treatment  are  difficult  to 
evaluate. 
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A Survey  of  Leptospirosis  in  Honolulu 

Joseph  E.  Alicata,  ph.d.,  and  Virginia  Breaks,  b.a  . 
Honolulu 


Leptospirosis  has  been  a subject  of  medical  in- 
terest in  the  Hawaiian  Islands,  especially  since  1936, 
when  the  causative  organism  was  first  isolated  from 
a human  case  and  reported  by  the  senior  author1. 
Its  presence  had  been  suspected  as  early  as  1921,  at 
which  time  5 deaths  ascribed  to  Weil’s  disease  were 
reported  to  the  Territorial  Board  of  Health;  the 
diagnoses  of  these  cases  were  made  on  the  basis  of 
clinical  observations,  however,  and  were  not  con- 
firmed by  laboratory  findings.  In  the  course  of 
a six-year  period  (1936-1942)  there  have  been  re- 
ported to  the  Territorial  Board  of  Health  82  cases 
of  leptospirosis,  as  follows:  Hawaii  5 9;  Kauai  4; 
Lanai  14;  Maui  1;  and  Oahu  4. 

Because  of  the  local  importance  of  this  and  other 
rodent-borne  diseases,  funds  were  appropriated  by 
the  Public  Health  Committee  of  the  Chamber  of 
Commerce  of  Honolulu,  to  ascertain,  among  other 
things,  the  extent  of  leptospiral  infection  in  man, 
and  in  animals  (rats,  dogs,  cats,  mongooses)  serving 
as  reservoirs  of  the  disease.  The  object  of  this  paper 
is  to  report  the  findings  of  this  survey. 

Methods 

The  information  on  the  incidence  of  leptospiral 
infections  in  humans,  dogs  and  cats  was  secured  as 
a result  of  microscopic  agglutination  tests  made  on 
their  sera.  The  human  sera  were  obtained  at  random 
at  various  hospitals  and  other  institutions  in  Hono- 
lulu. The  sera  from  dogs  and  cats  were  also  obtained 
at  random,  largely  from  stray  animals.  Each  of  the 
sera  was  tested  for  the  presence  of  agglutinins  against 
Leptospira  icterohemorrhagiae  ("classical”  strain), 
and  L.  canicola  antigens.  Each  antigen  consisted  of 
fresh  formalin-killed  four  to  six  day  old  leptospirae 
grown  in  Verwoort’s  medium  (see  appendices  A and 
B).  The  method  outlined  by  Meyer,  Stewart- Ander- 
son and  Eddie7  was  adopted.  In  general,  this  con- 
sisted of  a series  of  dilutions,  with  Verwoort’s  buffer 
solution  and  the  antigen,  of  the  serum  to  be  tested. 
The  final  dilutions  ranged  from  1:10  to  1:30,000 
(see  appendix  B).  These  were  incubated  from  three 
to  four  hours  at  37°C.,  and  the  presence  of  agglu- 
tination was  ascertained  by  the  use  of  a darkfield. 

The  computation  of  the  incidence  of  murine 
leptospirosis  was  based  on  the  examination  of  silver- 
stained  kidney  sections  of  3 50  rats  trapped  in  seven 
districts  of  Honolulu.  In  the  process  of  trapping 
rats  by  the  use  of  cage  traps,  occasionally  mon- 


gooses were  caught.  In  a few  instances  the  kidneys 
of  these  animals  were  also  sectioned  and  examined. 
The  silver-staining  method  adopted  was  largely 
similar  to  the  one  described  by  Meyer  and  co-work- 
ers7 (see  Appendix  C). 

Results 

Agglutination  tests  in  sera  of  humans.  Through 
the  cooperation  of  The  Queen’s  Hospital,  Kuakini 
Hospital,  Leahi  Hospital,  Palama  Settlement  and 
the  Medical  Milk  Commission,  blood  specimens  were 
obtained  from  344  adult  persons  constituting  199 
males,  116  females  and  29  unknown  (table  1).  The 
racial  grouping  of  these  persons  was  as  follows: 
Caucasian  119,  Chinese  24,  Filipino  38,  Hawaiian 
and  part  Hawaiian  5 8,  Japanese  64,  Korean  6,  Puerto 
Rican  21,  and  unknown  14.  The  serologic  agglu- 
tination tests  revealed  12  positive  for  L.  ictero- 
hemorrhagiae and  1 for  L.  canicola.  Of  the  12  cases 
9 were  males  and  3 females.  By  race  they  were  dis- 
tributed as  follows:  Caucasian  1,  Filipino  2,  Ha- 
waiian 3,  Japanese  2,  Korean  2,  Puerto  Rican  2. 
The  occupations  were  as  follows:  laborers  2,  planta- 
tion workers  2,  dairyman  1,  unknown  7.  The  case 
positive  for  L.  canicola  was  a Chinese-Hawaiian 
employed  in  the  city  park  department.  A recent 
medical  history  of  4 of  these  cases  was  negative  for 
leptospirosis;  no  history  was  available  for  the  other 
patients. 

Agglutination  tests  in  sera  of  dogs  and  cats.  As 
summarized  in  table  1,  of  the  100  dogs  examined,  20 
gave  positive  reactions  to  L.  icterohemorrhagiae  and 
19  to  L.  canicola.  Those  reacting  to  L.  icterohem- 
orrhagiae showed  the  following  titers:  1 in  1:100, 
15  in  1:300,  2 in  1:1,000,  1 in  1:10,000,  and  1 in 
1:30,000.  Those  reacting  to  the  canicola  strain 
showed  the  following  titers:  1 in  1:100,  7 in  1:300, 
5 in  1:1,000,  1 in  1:10,000,  and  5 in  1:30,000. 
Those  cases  in  which  the  titer  was  between  1:100 
and  1:1,000  and  the  animals  appeared  normal  were 
considered  as  latent  infections.  Five  of  these  animals 
showed  illness  at  the  time  of  examination  and  may 
therefore  have  represented  an  early  stage  of  the 
disease;  sufficient  time  may  not  have  elapsed  for 
agglutinins  to  develop  in  larger  amounts.  The  8 
cases  in  which  the  agglutination  titer  was  between 
1:10,000  and  1:3.0,000  are  regarded  as  active  clinical 
cases.  Of  these,  the  2 dogs  reacting  to  the  classical 
strain  showed  jaundice,  whereas  the  6 dogs  re- 
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Table  j. 

Summary  of 

leptospiral 

agglutination  tests  in 

sera  of 

human 

and  canine 

origin . 

Number  and 

Leptospira 

strain  used 

Number  and  titer  of  positive 

sera 

Total 

serum  examined 

for  the 
*est 

1:100 

1:300 

1:1,000  1 

:3,000  1 

: 10,000 

1:30,000 

positive 

344  human 

L.  icterohe- 
morrhagiae 

6 

5 

1 

0 

0 

0 

12 

L.  canicola 

0 

1 

0 

0 

0 

0 

1 

100  dog 

L.  icterohe- 
morrhagiae 

L 

15 

2 

0 

1 

1 

20 

L.  canicola 

1 

7 

5 

0 

1 

5 

19 

Table  2 . Leptospira  injection  as  determined  by  the  examination  of  kidneys  of  rats 
trapped  in  various  districts  of  Honolulu. 


Origin 

of 

rats 

Total 

number 

examined 

Number 

positive 

Percent 

positive 

Species 

infected 

of  : 

in 

rats  examined  (Number 
parentheses) 

R.  norve- 
gicus 

R.  rattus 

alcxan- 

drinus 

R. 

rattus 

rattus 

E.  hawaii- 
ensis 

l'aimuki 

50 

0 

0 

39 

2 

9 

0 

Waikiki 

50 

0 

0 

18 

29 

3 

0 

Manoa 

50 

1 

2.0 

33 

(i) 

7 

10 

0 

Downtown 

50 

3 

6.0 

41 

(3) 

5 

4 

0 

Kalihi 

50 

1 

2.0 

28 

(1) 

11 

11 

0 

Kamehameha 

50 

4 

8.0 

34 

(4) 

& 

8 

0 

Heights 

Kahala 

50 

1 

2.0 

4 

38 

a) 

8 

0 

Total 

350 

10 

2.9 

197 

(9) 

100 

(i) 

53 

0 

Rats  trapped  along  fresh  water 

streams 

in 

Honolulu. 

Nuuanu 

53 

6 

11.3 

23 

(5) 

15 

(i) 

5 

10 

stream 

Kalihi 

23 

2 

8.7 

11 

(2) 

2 

6 

4 

stream 

Palolo 

21 

0 

0 

2 

14 

3 

2 

stream 

Total 

97 

8 

8.2 

36 

(7) 

31 

(l) 

14 

16 

acting  to  the  canicola  strain  were  anicteric  and 
exhibited,  in  most  cases,  general  malaise,  muscular 
tremor  and  dehydration.  A more  detailed  account 
of  these  cases  was  recently  reported  by  Alicata  and 
Breaks.3 

Agglutination  tests  conducted  on  the  sera  of 
100  cats  gave  in  all  cases  negative  results. 

Leptospiral  infection  in  wild  rats  and  mongooses. 
As  indicated  in  table  2,  3 50  rats  were  trapped  in 
seven  of  the  larger  districts  of  Honolulu.  Silver- 
stained  sections  made  from  the  kidneys  of  these 
rats  revealed  an  average  of  2.9  per  cent  infection 
(fig.  1,  A-C) . In  addition,  97  rats  were  trapped 
along  the  banks  of  three  fresh-water  streams  in 


the  city.  Sections  of  kidneys  of  these  animals  showed 
an  average  of  8.2  per  cent  infection.  Of  12  mon- 
gooses which  were  also  trapped  along  the  Nuuanu 
stream,  4 showed  leptospirae  in  kidney  sections 
(fig.  1,  D). 

Discussion 

Serum  samples  of  344  humans  were  examined 
for  the  presence  of  Leptospira  agglutinins.  Of  these 
6 showed  positive  reaction  to  a titer  of  1:300  or 
more,  and  6 to  a titer  of  1:100;  in  addition,  one 
serum  agglutinated  L.  canicola  antigen  in  a dilu- 
tion of  1:3  00.  Agglutination  tests  in  the  diagnosis 
of  leptospirosis  are  considered  as  highly  specific.  These 
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tests  have  been  utilized  by  many  workers,  including 
Greene®,  Larson8,  Meyer  and  co-workers7,  Pack- 
chanian8,  Tiffany  and  Martorana11,  Ward  and 
Turner13  in  the  United  States,  Buchanan4,  Schuff- 
ner°  and  Walch-Sorgdrager12  in  Europe,  and  Taylor 
and  Goyle10  in  India.  Tiffany  and  Martorana11  re- 
gard a titer  of  1:1,000  or  more  as  indicative  of 
present  or  recent  infection.  With  regard  to  the 
interpretation  of  positive  reactions  in  low  dilutions, 
a titer  of  1:300  is  regarded  by  many  workers  as 
evidence  of  present  or  past  infection.  A titer  of 
1:100  may  also  have  some  diagnostic  significance, 
and  should  be  interpreted  in  the  light  of  other  in- 
formation. When  found  by  an  experienced  tech- 
nician, any  titer,  however  low,  merits  investigation. 
Ward  and  Turner13  consider  a titer  of  1:10  as  diag- 
nostic when  the  antigen  used  has  been  recently 
isolated  from  infected  hosts  and  is  highly  virulent. 

According  to  information  available  to  the  writer, 
only  a few  surveys  concerning  the  prevalence  of 
human  leptospirosis  have  been  conducted  in  the 
United  States.  In  recent  years  an  extensive  study 
was  made  by  Ward  and  Turner13  on  selected  groups 
of  persons  in  the  city  of  Baltimore,  Maryland.  In  an 
examination  of  294  routine  Wasserman  sera,  3 per 
cent  were  positive  for  L.  icterohemorrhagiae;  in  ad- 
dition to  other  data  given  by  these  authors,  of  75 
poultry  dressers,  48  meat  packers,  24  candy  makers 
and  146  university  students,  the  per  cent  of  infection 
was  found  to  be  17.3,  63,  0,  and  0,  respectively. 
In  a survey  of  leptospirosis  in  Los  Angeles,  Cali- 
fornia, Greene®  examined  the  sera  of  426  persons, 
using  L.  canicola  antigen,  and  in  339  of  these  sera, 
using  L.  icterohemorrhagiae  antigen.  None  of  the 
sera  agglutinated  the  former  antigen,  whereas  4 
agglutinated  the  latter  antigen.  A survey  on  lep- 
tospirosis conducted  by  Tiffany  and  Martorana11 
in  New  York  City  revealed  that  out  of  1,3  51  in- 
dividuals examined  10  were  positive  against  L.  ictero- 
hemorrhagiae antigen  to  a titer  of  1:320  or  more 
and  43  to  a titer  of  1:160  or  less;  these  writers  also 
found  no  reaction  against  L.  canicola  antigen  in  the 
sera  from  5 9 persons  whose  occupation  brought 
them  into  frequent  contact  with  dogs. 

The  serologic  study  of  100  local  dogs  revealed 
that  39  per  cent  had  passed  through  an  attack  of 
leptospirosis,  possibly  within  recent  years.  Of  these, 
about  one-half  showed  infection  with  the  classical 
strain  and  the  other  half  with  the  canicola  strain. 
From  the  standpoint  of  the  significance  of  these 
findings,  one  is  led  to  believe  that  transmission  of 
infection  from  dogs  to  man  may  be  anticipated.  In 
the  344  human  sera  tested  in  this  survey,  one  serum 
agglutinated  L.  canicola.  Since  this  strain  is  not 


known  to  occur  in  rats,  the  infection  possibly 
originated  from  a canine  source.  Human  infections 
with  the  canicola  strain  are  apparently  rare.  Meyer 
and  co-workers7  reported  2 cases  in  California  and 
also  cited  19  other  cases  reported  by  various  workers 
in  Europe. 

The  sera  of  100  cats  tested  for  the  presence  of 
agglutinins  for  the  classical  and  canicola  strains  of 
leptospirae  yielded  negative  results.  These  findings 
are  possibly  correlated  with  the  low  index  of  lep- 
tospiral  infection  among  rats  in  Honolulu.  Accord- 
ing to  Walch-Sorgdrager,12  L.  icterohemorrhagiae 
and  L.  canicola  appear  to  be  equally  able  to  infect 
cats.  Esseveld  and  Collier  (cited  by  Greene5)  report 
having  found  leptospirosis  (Batavia  type)  among 
cats  in  Java,  and  infection  of  human  beings  there 
by  this  strain.  In  an  examination  of  the  sera  of  100 
cats  by  Greene®  in  southern  California,  negative 
reactions  were  obtained  against  L.  canicola;  one 
serum  diluted  1:90  caused  aggregation  of  L.  ictero- 
hemorrhagiae. 

The  incidence  of  rodent  leptospirosis  in  various 
districts  of  Honolulu  (table  2)  varied  from  none 
to  8.0  per  cent.  The  prevalence  of  this  murine 
disease  in  the  various  districts  is  undoubtedly  due 
to  many  factors,  including  amount  of  local  rainfall, 
proximity  to  wet  areas  or  streams,  and  abundance 
of  Norway  rats.  Since  the  prevalence  of  this  disease 
is  known  to  be  correlated  largely  with  presence  of 
surface  water,  it  is  of  interest  that  examination  of 
rats  trapped  along  two  fresh-water  streams  (Nuuanu 
and  Kalihi)  revealed  11.3  and  8.7  per  cent  infection, 
respectively.  Of  21  rats  trapped  along  Palolo  stream, 
all  were  found  free  of  infection.  This,  however,  may 
be  due  to  the  apparent  scarceness  of  Norway  rats 
in  that  area.  In  this  survey,  of  15  rats  which  were 
found  positive,  13  (86.6  per  cent)  were  norvegicus 
species  and  2 (13.3  per  cent)  of  the  alexandrinus 
species. 

The  finding  of  leptospirae  in  the  kidneys  of  4 
out  of  12  mongooses  examined  is  considered  of  im- 
portance in  the  spread  of  this  organism  in  nature. 
Many  mongooses  probably  become  infected  as  a 
result  of  eating  rats,  animals  on  which  they  com- 
monly prey. 

In  addition  to  the  above  serological  and  tissue 
studies,  leptospirae  were  isolated  from  local  human, 
canine  and  murine  sources.  A human  strain  was 
isolated  by  inoculating  the  urine  of  a patient  into 
young  guinea  pigs  and  then  culturing  pieces  of 
infected  kidney  and  liver  of  these  animals,  in  Ver- 
woort’s  medium.  The  patient  mentioned  above  had 
acquired  leptospiral  jaundice  about  two  weeks  fol- 
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lowing  swimming  in  the  Nuuanu  stream  (Hono- 
lulu), and  was  brought  to  the  attention  of  the  writers 
by  Major  R.  J.  Hoagland  of  the  U.  S.  Army  Medical 
Corps.  The  canine  strain  (L.  canicola)  was  isolated 
through  the  use  of  culture  methods  from  the  kidneys 
of  the  two  dogs  (fig.  1,  E)  which  had  died  of  cani- 
cola fever  and  had  been  referred  to  the  writers  by 
Dr.  L.  C.  Moss,  local  Veterinarian.  A murine  strain 
was  isolated  as  a result  of  inoculating  young  guinea 
pigs  with  kidney  emulsion  from  infected  rats  trapped 
along  the  Nuuanu  stream,  and  subsequently  using 
culture  methods. 

From  the  foregoing  it  is  evident  that  the  control 
of  leptospirosis  rests  largely  on  the  following  meas- 
ures: (1)  control  of  rats;  these  animals  should  be 
especially  prevented  from  entering  establishments 
where  the  floors  are  kept  wet,  such  as  basement 


shower-rooms;  (2)  protection  of  feet  by  the  use 
of  boots  or  shoes  whenever  working  in  wet  areas 
frequented  by  rats  or  dogs;  (3)  avoidance  of  swim- 
ming or  wading  in  fresh  water  streams  or  ponds  and 
avoidance  of  drinking  from  irrigation  ditches  fre- 
quented by  rats;  (4)  proper  veterinary  care  of  sick 
dogs  and  cacs;  these  animals  should  not  be  fondled, 
and  contact  with  their  urine  should  especially  be 
avoided;  and  (5)  active  immunization  of  individuals 
in  localities  where  exposure  to  infection  exists,  if 
such  a measure  is  possible.  According  to  Walch- 
Sorgdrager12,  immunization  with  vaccines  contain- 
ing killed  leptospirae  has  been  used  on  a large  scale 
in  Japan  by  various  workers  with  apparently  some 
success.  In  addition,  the  senior  author2  has  success- 
fully immunized  dogs  against  leptospirosis  by  the 
use  of  0.2  per  cent  formolized  Leptospira  antigen. 


Pig.  1. — Sections  of  kidneys  of  rat  (A,  B,  C),  mongoose 
(D),  and  dog  (E),  showing  leptospirae  in  the  urinary  tubules. 
Natural  infections. 
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Summary 

1.  During  a six-year  period,  1936  to  1942,  82 
cases  of  human  leptospirosis  have  been  reported  from 
five  of  the  larger  islands  of  the  Hawaiian  group. 

2.  The  serum  of  each  of  344  adult  persons  re- 
siding in  Honolulu  was  subjected  to  microscopic 
agglutination  test  using  freshly  formolized  Leptos- 
pira icterohemorrhagiae  and  L.  canicola  antigens.  Of 
these,  6 sera  agglutinated  L.  icterohemorrhagiae  to 
a titer  of  1:300  or  more  and  6 to  a titer  of  1:100. 
One  serum  agglutinatinated  L.  canicola  antigen  to 
a titer  of  1 :300. 

3.  Leptospiral  agglutination  tests  conducted  on 
the  serum  of  100  dogs  revealed  20  positive  for  L. 
icterohemorrhagiae  and  19  for  L.  canicola.  Similar 
tests  conducted  on  the  serum  of  100  cats  gave  nega- 
tive reactions. 

4.  Of  silver-stained  sections  of  kidneys  of  3 50 
rats  trapped  in  seven  districts  of  Honolulu,  10  (2.9 
per  cent)  exhibited  leptospirae.  Of  97  additional  rats 
trapped  along  the  banks  of  three  fresh  water  streams 
in  Honolulu,  kidney  sections  of  8 (8.2  per  cent) 
were  found  positive  for  leptospirae. 

5.  Of  12  mongooses  trapped  along  the  banks 
of  Nuuanu  stream  4 revealed  leptospirae  in  sections 
of  the  kidneys. 

6.  L.  icterohemorrhagiae  was  isolated  by  the  use 
of  animal  inoculation  and  culture  methods  from 
urine  of  man  and  kidneys  of  rodents.  L.  canicola  was 
isolated  in  Honolulu  from  the  kidneys  of  two  in- 
fected dogs. 

7.  Certain  measures  of  controlling  leptospirosis 
exist.  The  most  important  are  rat  control  and  pro- 
tection of  humans  and  dogs  from  infection. 

Appendix  A 

Preparation  of  Vervoort’s  medium  ( Schuffner 
modification)  as  suggested  by  Meyer  and  co-work- 
ers": To  1.5  liters  tap  water  (free  from  chlorine)  add 
1.5  grams  Witte  peptone  (Difco  Proteose  Peptone 
No.  3 is  a good  substitute).  Dissolve  by  boiling  and 
stirring.  Add  6 cc.  phosphate  mixture  from  a stock 


Ai.jcata-Bkeaks 

solution-  composed  of  100  cc.  distilled  water,  0.35 
gram  potassium  phosphate  (monobasic)  and  1.33 
grams  sodium  phosphate  (dibasic).  Boil.  Add  300 
cc.  Ringer’s  solution  (composed  of  300  cc.  distilled 
water,  2.4  grams  sodium  chloride,  0.06  gram  calcium 
chloride,  0.06  gram  potassium  chloride,  and  0.06 
gram  sodium  bicarbonate).  Boil.  Add  150  cc.  Sooren- 
son’s  buffer  solution — pH  7.2.  (In  Honolulu,  since 
tap  water  is  alkaline,  the  writers  have  adjusted  the 
pH  to  6.8,  i.e.,  mix  74.4  cc  M/15  Na^HPO^*  with  75.6 
cc  M/15  KH  PO  *).  Boil  until  precipitation  is  com- 
plete (about  30  minutes).  Cool  in  refrigerator  over- 
night. Filter.  Test  pH  which  should  be  6.8  to  7.2. 
Bottle.  Autoclave  at  15  lbs.  for  15  minutes.  Store  in 
refrigerator  until  needed  for  use. 

If  the  above  medium  is  to  be  used  for  culturing 
leptospirae,  8 to  10  per  cent  sterile  rabbit  serum  is 
added  (the  organisms  grow  better  if  a small  amount 
of  hemoglobin  is  present).  This  is  tubed  in  4 cc. 
amounts  and  inactivated  for  30  minutes  in  a 56°  C. 
water  bath.  Test  for  sterility. 


Appendix  B 

Leptospira  agglutination  test: 

Antigen:  Use  a four  to  six  day  old  culture  of 

L.  icterohemorrhagiae,  or  L.  canicola, 
depending  on  for  what  strain  the  se- 
rum is  desired  to  be  tested.  Add  2 
drops  of  full  strength  commercial 
formalin  to  each  10  cc.  of  culture. 
Set  up  4 small  test  tubes  in  a rack. 
To  each  tube  add  Verwoort’s  medium 
without  rabbit  serum  (buffer)  and 
serum  to  be  tested,  as  follows: 


Buffer 

1 :2cc 

0.9cc 

0.9cc 

0.9cc 

Serum 

0.3cc** 

O.lcc** 

O.lcc** 

O.lcc** 

Dilution 

1:5 

1:50 

1:500 

1 :5, 000 

**Transfer  0.1  cc.  from  tube  1 to  2 and  the  same  from  2 to  3 
and  3 to  4. 

Set  up  another  8 tubes  in  two  rows  and  place  in 
each  the  above  dilutions  and  the  formolized 
leptospira  antigen  as  in  model  below: 

Incubate  the  tubes  for  3 to  4 hours  at  37c  C.  and 
examine  darkfield  preparations  for  clumping;  this 
may  be  done  by  taking  up  a drop  of  the  media  with 
a wire  loop,  placing  on  a glass  slide  with  or  without 
a cover  slip  and  examining  with  a low  or  medium 
power  objective.  Definite  clumping  of  the  leptospirae, 
usually  appearing  as  large  tangled  masses  in  a clear 
medium  are  read  proportionally  less  clump- 

ing are  read  + + +,+  -{-,  and  +,  respectively. 


Row  1 

0.15  cc.  1:5,  plus 
0.15  cc.  antigen 
(1:10) 

0.15  cc.  1:50,  plus 
0.15  cc.  antigen 
(1:100) 

0:15  cc.  1:500.  plus 
0:15  cc.  antigen 
(1:1,000) 

0.15  cc.  1:5.000,  plus 
0.15  cc.  antigen 
(1:10,000) 


Row  2 


0.05 

CC. 

1:5,  plus 

0.10 

cc. 

buffer, 

plus 

0.15 

cc. 

antigen 

(1:30) 

0.05 

cc. 

1:50, 

plus 

0.10 

cc. 

buffer. 

plus 

0.15 

cc. 

antigen 

(1:300) 

0.05 

cc. 

1 :500, 

plus 

0.10 

cc. 

buffer, 

plus 

0.15 

cc. 

antigen 

(1:3, 

000) 

0.05 

cc. 

1 :5.000 

, plu: 

0.10 

cc. 

buffer, 

plus 

0.15 

cc. 

antigen 

tt.  Ullllgi 

( 1 :30,000) 


Control 

0.15  cc.  buffer,  plus 
0.15  cc.  antigen 
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Appendix  C 

Silver  impregnation  method  for  the  demonstration 

of  leptospirae  in  tissues: 

1.  Blocks  of  tissues  about  4 mm.  thick  are  fixed  in  10 
per  cent  formalin  in  distilled  water  for  several  days  or 
weeks,  preferably  three  months. 

2.  Transfer  to  absolute  alcohol  for  24  hours. 

3.  Pass  through  various  grades  of  alcohol,  90,  70,  50,  30, 
1 hour  each.  (The  tissue  may  be  stored  in  70  per  cent 
alcohol  for  a few  days,  if  desired.) 

4.  Wash  in  distilled  water,  three  times,  20  minutes  each. 

5.  Transfer  to  1-  per  cent  fresh  silver  nitrate  solution  in 

distilled  water  for  22  to  24  hours  at  37  C.  in  the  da  k. 

6.  Wash  in  distilled  water  3 times,  10  minutes  each. 

7.  Transfer  to  1 per  cent  hydroquinone  in  50  per  cent  al- 

cohol in  lighted  area  at  room  temperature,  24  hours. 

8.  Pass  through' various  grades  of  alcohol,  70,  90,  95,  one 
hour  each.  Absolute  alcohol,  3 hours. 

9.  Place  in  toluol,  15  minutes. 

10.  Transfer  in  cedarwood  oil,  12  hours  or  more. 

11.  Wash  in  benzol,  15  minutes. 

12.  Transfer  to  soft  paraffin,  15  minutes,  and  hard  paraffin, 
30  minutes,  56°  C. 

13.  Imbed  in  paraffin  or  tissue  mat;  block  and  prepare  thin 
sections  (8-10  microns);  mount  and  dry  sections;  re- 
move paraffin  in  xylol  and  mount  in  balsam. 
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Treatment  of  Bronchiectasis:  I 

Discussion  and  Report  of  a Case 

S.  E.  Doolittle,  m.d. 

Honolulu 


The  following  case  of  chronic  bronchiectasis  is 
of  interest  because  it  has  been  followed  from  early 
infancy  to  a surgical  "cure.” 

Case  Report 

G.  A.  has  been  under  the  care  of  The  Clinic  phy- 
sicians since  her  birth  In  August  1927.  Her  first 
recorded  illness  was  at  the  age  of  3 months,  when 
she  had  acute  rhinitis,  and  “bubbling  rales”  were 
heard  over  both  lung  fields.  At  11  months  she  had 
an  illness  in  which  her  mother  remembers  she  “slept 
for  five  days  and  nights.”  Two  months  later  she  was 
treated  for  “capillary  bronchitis.”  Within  the  next 
six  months  she  suffered  from  several  diffuse  respira- 
tory tract  Infections,  one  of  which  accompanied  by 
otitis  media.  An  adenotomy  was  performed  shortly 
after  this.  At  1V4  years  she  had  pertussis  and  three 
months  later  had  recurring  bronchitis  with  fever. 
During  the  next  year  she  had  at  least  two  more  at- 
tacks of  bronchitis.  Before  her  fourth  birthday  her 
tonsils  were  removed  and  immediately  following  this 
she  developed  measles  of  moderate  severity.  No  ill- 
ness is  recorded  or  remembered  by  the  mother  for 
the  next  two  years. 


In  September,  1933,  the  lower  right  lobe  pneu- 
monia had  entirely  cleared  and  the  shadows  just 
above  the  diaphragm  outside  the  apex  of  the  heart 
were  more  linear  in  appearance.  The  heavy  triangular 
postcardiac  density  on  the  left  persisted  unchanged. 
This  was  interpreted  as  chronic  bronchiectasis  with 
associated  atelectasis  of  the  lower  lobe.  Cough  and 
sputum  and  left  basal  rales  persisted.  The  patient 
was  admitted  to  the  Leahl  Hospital  on  February  7, 
1934,  and  remained  there  until  April  28,  1934.  Sputum 
examinations  were  negative  for  tubercle  bacilli  and 
tuberculin  tests  up  to  1 mgm.  of  old  tuberculin  were 
negative.  She  gained  considerable  weight  and  im- 
proved symptomatically  with  routine  sanatorium 
care  and  postural  drainage. 

In  October  1936,  at  8 years  of  age,  she  suffered 
another  attack  of  bronchopneumonia  and  was  read- 
mitted to  the  sanatorium  for  care.  She  remained 
there  for  about  three  months  and  again  made  con- 
siderable general  improvement.  Sputum  was  reduced 
from  450  cc.  a day  to  about  10  cc.  All  tests  were 
again  negative  for  tuberculosis.  Roentgenograms 
taken  on  November  4 shortly  before  admission  show- 
ed very  little  change  from  previous  chest  roentge- 
nograms. 


In  June,  1933  (at  the  age  of  5%  years),  the  pati- 
ent had  a serious  pulmonary  illness  with  chills  and 
fever,  chest  pain,  bilateral  rales,  albuminuria,  cylin- 
druria  and  cough,  with  sputum  showing  diplococcl 
as  the  predominating  organism.  The  first  chest  roent- 
genogram, taken  on  June  10,  1933,  showed  a right 
lower  lobe  bronchopneumonia  and  a triangular  den- 
sity in  the  left  base  behind  the  heart  shadow.  There 
was  a small  patch  of  exudate  just  lateral  to  the  apex 
of  the  heart. 


During  1937  and  afterward  she  continued  with 
good  home  care.  Schooling,  social  intercourse  and 
physical  development  were  retarded  by  frequently  re- 
curring bouts  of  fever  and  by  chronic  cough.  The 
cough  was  severe,  worse  at  night,  productive  of  abun- 
dant purulent  (but  never  fetid)  sputum.  Drainage 
was  assisted  by  nlacing  the  head  and  thorax  in  a 
dependent  position  night  and  morning.  About  half 
a cup  of  sputum  was  usually  expectorated  twice 
daily  by  this  maneuver.  Twice  durlner  the  past  two 


• \ Chest  roentgenogram,  June  9.  1942.  Bronchogram. 

with  lipiodol  filling  of  saccular  bronchiectatic  cavities  in  the 
lower  lobe. 
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Fig.  3.  Surgical  specimen  : removed  left  lower  lobe, 

showing  lipiodol-filled  bronchi. 

years  the  sputum  has  been  blood  tinged  (pinkish). 
Recent  administration  of  sulfathiazole  effected  slight 
improvement  in  the  character  of  sputum  and  its  ease 
of  expectoration  and  lessened  night  cough,  but  gave 
no  permanent  benefit. 

Examination  in  July  1942  showed  a girl  of  15, 
retarded  in  development  and  growth.  She  exhibited 
pallor,  curved  nails,  restricted  motion  of  the  left 
chest  and  slight  dullness  over  the  left  base  posteriorly 
and  bilateral  sibilant  rales  with  moderately  coarse 
to  bubbling  rales  in  the  left  base  posteriorly.  Roent- 
genograms showed  the  persistence  of  an  atelectatic 
left  lower  lobe.  There  were  more  strands  and  oval 
densities  just  above  the  left  diaphragm  (which  was 
elevated).  Bronchograms  and  studies  in  several  posi- 
tions established  the  presence  of  a well  marked  sac- 
cular bronchiectasis  in  the  atelectatic  left  lower  lobe. 
Other  major  bronchi  were  free  with  the  exception 
of  a small  amount  of  dilatation  of  bronchi  to  the 
lingula  of  the  left  upper  lobe. 

Comment 

Diagnosis:  The  case  presents  a typical  picture 

of  chronic  bronchiectasis.  The  diagnosis  is,  of  course, 
based  finally  upon  the  roentgenographic  demonstra- 
tion of  characteristic  bronchial  dilatation  by  lipio- 
dol  visualization.  The  history  of  frequently  recur- 
ring attacks  of  respiratory  illness  from  early  child- 
hood, bouts  of  fever  (bronchopneumonia),  persistent 
basal  rales,  and  chronic  cough  with  abundant  ex- 
pectoration is  of  course  highly  suggestive.  The  diag- 
nosis was  first  made  on  the  basis  of  flat  posterior- 
anterior  chest  roentgenograms.  The  basilar  triangular 
shadow  has  been  elucidated  as  a sign  of  bronchiectasis 
and  associated  atelectasis  of  a lower  lobe  a number 
of  times  since  it  was  reported  in  this  country  by 
Singer  and  Graham  in  1 9 2 6 . 1 ' " 

Etiology:  It  was  hoped  that  we  might  find  a 

definite  clue  to  the  etiology  of  the  atelectasis  and 


Fig.  4.  Chest  roentgenogram,  Oct.  lfi,  1942,  three 
months  after  operation. 


bronchiectasis  by  a careful  review  of  the  history.  The 
clues  were  unfortunately  too  numerous  and  chest 
roentgenograms  taken  too  late  to  find  the  original 
cause. 

A respiratory  infection  with  rales  occurred  at 
3 months  of  age.  The  child  was  considered  to  be 
well  until  1 1 months.  She  then  had  a serious  illness, 
when  she  slept  for  five  days  and  five  nights.  This 
might  have  been  encephalitis,  or  only  an  unusually 
toxic  pneumonia.  In  either  case,  bronchial  obstruc- 
tion may  have  occurred  at  the  time  due  to  inspirated 
mucus,  glandular  enlargement,  or  actual  inflam- 
matory changes  in  the  bronchial  tube.  Within  two 
months  the  child  suffered  from  capillary  bronchitis, 
and  respiratory  infections  were  more  frequent  from 
that  time  on.  Pertussis  and  measles  occurred  before 
the  fourth  year,  and  both  have  been  mentioned  as 
frequent  precursors  of  bronchiectasis.  The  first  roent- 
genogram, taken  at  6 years  of  age,  demonstrated  the 
atelectasis  of  the  left  lower  lobe  with  unquestionable 
accompanying  bronchiectasis.  Bronchopneumonia  was 
present  in  the  opposite  lung  at  this  time.  It  is  believed 
that  this  was  an  aspiration  pneumonia  from  a previ- 
ously existing  bronchiectasis. 

This  case  is  a good  example  of  a group  of  cases, 
found  most  frequently  in  childhood  (the  left  lung 
is  more  frequently  involved  than  the  right  one,  as 
in  this  case),  in  which  proof  remains  that  atelectasis, 
undoubtedly  due  to  bronchostenosis,  is  the  cause  of 
bronchiectasis.  Congenital  bronchiectasis  may  occur 
but  is  considered  rare  by  most  writers/1  4 Bronchial 
obstruction  is  usually  acquired  and  may  be  either 
permanent  or  temporary.  Permanent  causes  are  new 
growth,  inflammatory  thickening  or  narrowing. 
Temporary  causes  may  be  foreign  body,  inspissated 
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secretion  or  glandular  enlargement.  Changes  in  the 
relationship  between  the  negative  intrapleural  and 
positive  bronchial  pressure  are  produced  by  resulting 
lung  collapse.  The  resulting  increased  pull  on  the 
bronchial  walls  is  believed  to  be  a more  important 
cause  than  the  increase  in  bronchial  pressure  by  in- 
spiratory effect  or  by  forceful,  continued  or  parox- 
ysmal cough.  The  part  played  by  bronchial  infec- 
tion in  the  fundamental  etiology  of  bronchiectasis 
is  considered  of  less  importance  than  formerly.  That 
infection  ( pneumococcic,  streptococcic,  Vincent’s  or 
non-specific)  may  weaken  bronchial  walls,  by  des- 
truction of  supporting  muscle  and  elastic  tissue, 
cannot  be  denied;  it  seems  highly  probable,  how- 
ever, that  such  chronic  infection  becomes  a much 
more  important  factor  when  there  is  partial  or  com- 
plete obstruction  and  inadequate  drainage.  Infection 
is  of  great  importance  as  a cause  of  frequent  com- 
plications of  the  disease;  namely,  contiguous  broncho- 
pneumonia, aspiration  pneumonia,  pleurisy,  pulmon- 
ary gangrene,  pulmonary  hemorrhage,  and  metastatic 
abscesses. 

Indications  for  Surgery:  The  serious  aspects  of 

chronic  suppurative  pulmonary  disease  were  suffi- 
ciently pronounced  in  this  case  to  make  us  feel 
that  surgical  treatment  offered  the  only  hope  for 
restoration  to  normal  life.  The  child  was  stunted  in 
physical  and  mental  development  because  of  chronic 
recurring  bouts  of  fever  (pneumonia),  chronic 
cough  and  sputum,  and  so  on.  Medical  treatment 
(sanatorium  care,  excellent  home  care,  long-con- 
tinued postural  drainage,  sulfonamide  therapy)  had 
been  adequately  tried.  Continuation  of  this  program 
seemed  certain  to  accomplish  nothing  more,  since 
the  atelectasis  did  not  change  and  the  bronchiectatic 
cavities  were  far  too  large  and  heavily  infected  to 
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be  expected  to  decrease  in  any  period  of  treatment. 
Upon  the  establishment  of  the  fact  that  the  other 
lung  was  not  seriously  affected  and  that  the  patient 
was  a reasonably  good  operative  risk,  surgery  was 
advised.  We  were  influenced  further  in  this  opinion 
by  recently  published  statistics  showing  the  high 
fatality  rates  of  medically  treated  cases  of  bronchiec- 
tasis. Perry  and  Kingr’,  in  a follow-up  study  of  2 1 1 
cases  not  treated  surgically,  found  that  66  were 
dead — a mortality  of  31  per  cent.  Bradshaw,  Putney 
and  Clerf1’,  in  a study  of  171  cases  of  untreated 
bronchiectasis  diagnosed  between  192  5 and  1935, 
found  a mortality  rate  of  34.5  per  cent.  These  sta- 
tistics, showing  a mortality  rate  some  3 to  6 times 
that  of  surgical  treatment,  indicate  a new  respon- 
sibility for  the  physician:  to  consider  operative  treat- 
ment within  a reasonable  interval  following  the 
first  diagnosis  of  unilateral  bronchiectasis. 
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Treatment  of  Bronchiectasis:  II 

Review  of  the  Literature  and  Discussion  of  Surgical  Technique 

J.  E.  Strode,  m.d. 


Honolulu 


The  treatment  of  bronchiectasis,  like  the  treat- 
ment of  other  surgical  lesions  of  the  chest,  has  made 
tremendous  strides  in  the  past  decade.  The  ability 
to  make  a correct  diagnosis  and  particularly  the 
ability  to  define  the  segment  of  the  lung  involved, 
coupled  with  improved  surgical  technique,  has  moved 
bronchiectasis  from  the  category  of  diseases  in  which 
only  palliation  could  be  hoped  for,  to  one  in  which 
cure  can  be  expected  in  a high  percentage  of  cases. 

There  is  only  one  cure  for  bronchiectasis:  re- 
moval of  the  part  of  the  lung  that  is  involved.  For- 
tunately the  condition  is  usually  limited  to  one  or 
both  lower  lobes,  with  or  without  involvement  of 
the  middle  lobe  on  the  right  or  the  lingula  of  the 
upper  lobe  on  the  left.  That  an  individual  can  live 
comfortably  when  a large  part  of  the  lung  tissue 
has  been  removed  is  well  known  from  reports  by 
various  men  interested  in  the  subject.  Overholt1  in 
1937  reported  the  removal  of  both  lower  lobes  and 
the  right  middle  lobe  in  four  stages  from  a girl  19 
years  of  age.  Eight  months  later  the  vital  capacity 
was  1162  cc.  Graham2  in  1940  reported  the  suc- 
cessful removal  of  all  pulmonary  tissue  except  the 
two  upper  lobes.  Several  months  after  operation  the 
vital  capacity  was  1200  cc.,  and  there  was  no  dysp- 
nea on  ordinary  exertion. 

In  passing  it  might  be  mentioned,  largely  because 
of  historical  interest  and  not  because  of  practical 
value,  that  many  surgical  methods  have  been  used 
in  treating  bronchiectasis.  Pneumothorax,  oleothorax, 
plombage,  thoracoplasty,  phrenectomy,  ligation  of 
branches  of  the  pulmonary  artery,  pneumonotomy 
and  cautery  pneumonectomy  have  all  had  their 
advocates. 

Hidenham  in  1901  is  credited  with  the  first 
successful  lobectomy  in  man.  In  1932  Graham, 
Singer  and  Ballon  collected  212  cases  of  lobectomy 
with  a mortality  of  34  per  cent  and  a complete 
recovery  of  only  47  per  cent.  In  1939  Tudor 
Edwards  reported  166  lobectomies  with  a 12  per 
cent  mortality,  with  only  2 deaths  in  his  last  54 
cases.  Churchill  has  reported  84  cases  with  4.7  per 
cent  mortality  and  Graham,  Obrien  and  others  have 
recently  reported  mortalities  around  5 per  cent.  Thus 
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it  is  seen  that  the  treatment  of  bronchiectasis  in 
competent  hands  can  be  as  safe  as  the  majority  of 
the  more  serious  abdominal  operations. 

Indications  for  Lobectomy 

The  justification  for  recommending  lobectomy 
for  bronchiectasis  lies  in  the  fact  that  the  disease 
is  usually  a progressive  one,  or  at  least  once  established 
does  not  improve,  and  eventually  is  fatal  in  a large 
proportion  of  the  cases.  Frequent  episodes  of  bron- 
chopneumonia, the  result  of  the  lung’s  continuously 
harboring  infected  material;  hemorrhage,  brain  ab- 
cess  and  amyloid  degeneration  of  internal  organs  are 
the  more  important  of  the  common  complications  of 
this  disease.  Even  were  it  not  for  these,  the  mental 
relief  obtained  by  freeing  the  individual  from  daily 
coughing  up  a large  amount  of  foul-smelling  sputum 
would  be  indication  enough. 

Tudor  Edwards,  in  regard  to  selecting  cases  for 
operation,  says  that  in  general  the  patient  should  be 
between  the  ages  of  4 and  40,  the  bronchiectasis 
reasonably  localized  and  infected,  and  no  serious 
general  contra-indications  present.  Blades  says  it  is 
more  important  to  define  the  contra-indications  than 
the  indications.  Patients  beyond  middle  life  are  in 
general  not  suitable,  while  children,  on  the  other 
hand,  tolerate  intrathoracic  operations  particularly 
well.  Cardiovascular  disease  and  recent  pulmonary 
infection  are  contra-indications. 

Preparation  for  Operation 

In  the  preoperative  preparation  of  the  patient  the 
same  general  rules  hold  as  for  operations  of  similar 
severity  elsewhere.  In  addition  there  are  special  pre- 
cautions to  be  used.  Postural  drainage  should  be 
instituted  for  several  days  in  order  to  free  the  lung 
of  as  much  infected  material  as  possible.  Elevation 
of  the  foot  of  the  bed  12  to  18  inches  (30  to  50  cm.) 
with  boards  under  the  mattress,  serves  the  purpose 
well.  Some  men  believe  that  bronchoscopic  drainage 
for  several  days  preoperatively  is  a more  effective 
method.  Nasal  sinus  disease  is  frequently  associated 
with,  if  not  a direct  factor  in  the  causation  of, 
bronchiectasis.  Most  observers  agree  that  such  in- 
fections should  be  cleared  up  as  adequately  as  pos- 
sible before  attempting  any  direct  attack  on  the 
lung  itself. 
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Artificial  pneumothorax  on  the  side  to  be  operated 
upon  has  its  advocates,  but  seems  to  be  losing  favor 
in  the  eyes  of  most  thoracic  surgeons.  It  was  pre- 
viously done  to  accustom  the  organs  in  the  thoracic 
cage  to  the  changed  physiologic  conditions  brought 
about  when  the  thorax  is  opened.  The  use  of  pressure 
anesthesia  seems  to  have  largely  eliminated  the 
necessity  for  this  precaution. 

Technique  of  Lobectomy 

The  answer  to  the  question  of  whether  to  do 
lobectomies  in  one  or  two  stages  has  not  been  uni- 
versally agreed  upon,  though  the  one-stage  pro- 
cedure seems  to  be  in  the  ascendancy  at  the  moment. 
Stabilization  of  the  unaffected  lung  by  adhesions  to 
the  chest  wall,  which  in  turn  helps  stabilize  the 
mediastinum  and  diminishes  cardiovascular  respira- 
tory changes  when  the  pleura  is  opened,  constitutes 
the  chief  reason  for  the  two-stage  procedure.  There 
is  also  the  hope  for  a more  limited  pleural  involve- 
ment in  case  of  infection. 

It  might  be  well  at  this  point  to  re-emphasize  the 
fact  that  an  exact  localization  of  the  diseased  lung 
to  be  removed  must  be  made  by  preoperative  bron- 
chograms,  and  not  at  the  time  of  the  operation  by 
the  appearance  or  consistency  of  the  lung  tissue. 
Shenstone  has  this  to  say:  "The  extent  of  bronchiec- 
tasis cannot  be  recognized  by  an  examination  of  the 
lung  itself  after  the  chest  has  been  opened;  it  is 
therefore  essential  that  this  be  definitely  ascertained 
before  surgery  is  considered.  The  only  known  way 
by  which  such  exact  information  can  be  obtained  is 
by  the  thorough  visualization  of  the  whole  bronchial 
tree  of  both  lungs  with  iodized  oil  and  a careful 
study  of  radiographic  films  made  in  the  lateral  as 
well  as  the  anterior-posterior  direction.” 

Meyers  and  Blades  found  in  57  per  cent  of  their 
cases  with  left  lower  lobe  bronchiectasis  that  the 
lingula  of  the  left  upper  lobe  was  also  involved,  and 
when  the  right  lower  lobe  was  the  seat  of  trouble 
the  right  middle  lobe  was  also  involved  in  5 9 per 
cent  of  the  cases.  Churchill  has  found  the  lingula 
involved  in  80  per  cent  of  his  cases  with  left  lower 
lobe  bronchiectasis. 

Since  it  is  necessary  to  remove  all  of  the  lung 
involved  in  the  bronchiectatic  process  to  obtain  a 
complete  cure,  it  is  essential  that  all  of  the  bronchi 
be  satisfactorily  visualized  preoperatively.  This  may 
be  done  by  filling  the  various  bronchi  with  iodized 
oil  under  direct  visualization  with  the  broncroscope, 
or  by  other  methods,  such  as  Singer’s,  the  technique 
of  which  has  been  described  elsewhere.  It  is  impor- 
tant to  take  not  only  anterior,  posterior  and  lateral 
roentgenograms,  but  oblique  views  also,  in  order  to 


show  the  right  middle  lobe  and  the  lingula  of  the 
left  upper  lobe.  Pierce  and  Stocking  have  demon- 
strated the  great  value  of  oblique  projection  of  the 
thorax  in  studying  the  bronchial  tree. 

The  anesthesia  to  be  used  varies  with  the  individ- 
ual experience  of  the  operator,  though  most  favor 
cyclopropane.  The  intratrachea  route  permits  fre- 
quent aspirations  of  the  trachea,  an  aid  in  prevent- 
ing aspiration  pneumonia  when  much  secretion  is 
present.  A closely  fitting  facial  mask  which  permits 
the  anesthesia  to  be  given  under  pressure  may  serve 
equally  well. 

The  incision  for  lobectomy  is  usually  made  on 
the  posterior-lateral  side  of  the  chest  wall,  either 
resecting  one  rib  (sixth  or  seventh)  or  by  an  in- 
cision in  either  the  sixth  or  seventh  interspace  with 
severing  of  the  rib  above  and  below  posteriorly  near 
the  border  of  the  erector  spinae  muscle.  Such  an 
incision  gives  an  adequate  exposure  of  the  entire 
lung  and  permits  one  to  deal  with  any  lobe  involved. 

In  dealing  with  the  hilum  of  the  lung  opinion 
differs  as  to  the  advisability  of  ligating  the  vessels 
and  bronchi  en  masse  or  individually.  The  cases  of 
lobectomy  and  pneumonectomy  which  we  have  done 
have  been  accomplished  by  individual  ligation  of  the 
structures  of  the  hilum,  though  the  Shenstone  ap- 
paratus for  mass  ligation  was  available.  A curved 
gallbladder  clamp  has  been  a satisfactory  instrument 
to  use  in  teasing  the  structures  apart  to  permit  in- 
sertion of  the  ligatures. 

In  helping  to  prevent  the  opening  of  the  bronchus 
postoperatively  it  would  seem  advisable,  when  pos- 
sible, to  close  it  over  with  mediastinal  pleura  or 
adjacent  lung  tissue.  Re-opening  of  the  bronchus  is 
a more  serious  complication  if  it  occurs  early,  than 
if  it  occurs  late. 

Drainage  of  the  chest  following  lobectomy  for 
bronchiectasis  seems  to  be  a fairly  universal  custom, 
in  contrast  to  pneumonectomy,  where  the  opposite 
practice  is  usual.  Introducing  a large  Foley  catheter 
in  the  lowest  available  intercostal  space  in  the  mid 
or  anterior  axillary  space  serves  the  purpose  well. 
Insertion  of  such  a catheter,  connected  with  a water 
seal  beneath  the  bed  at  least  2 feet  (60  cm.)  below 
its  entrance  into  the  chest,  is  a good  method  of 
procedure.  Drainage  of  the  pleura  prevents  tension 
pneumothorax  and  allows  the  escape  of  exudate,  but 
probably  predisposes  to  the  formation  of  an  empyema. 

Empyema  complicates  the  postoperative  recovery 
of  a fairly  high  percentage  of  these  patients.  In  the 
treatment  of  this  complication,  early  and  adequate 
drainage  of  the  pleural  cavity  is  necessary.  Chemo- 
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therapy  has  not  been  credited  with  startling  results 
in  the  treatment  of  this  complication,  and  I have 
seen  no  report  of  the  effectiveness  of  the  local  ap- 
plication of  sulfonamides  in  its  prevention,  though 
this  should  theoretically  be  of  value.  Individual  liga- 
tion of  each  structure  in  the  hilum  apparently  is 
followed  less  often  by  empyemas  than  is  mass  liga- 
tion, because  a more  efficient  closure  of  the  bronchi 
can  be  carried  out. 

On  return  from  the  operating  room  the  patient 
should  be  placed  in  an  oxygen  tent.  He  should  be 
carefully  watched  for  symptoms  of  shock,  and  if 
any  doubt  exists  as  to  this  possibility,  blood  trans- 
fusion is  indicated. 

Case  Report  (Continued) 

The  patient  whose  case  history  Dr.  Doolittle 
presented  was  operated  upon  on  July  17,  1942,  under 
intratracheal  cyclopropane  anesthesia.  Operation  was 
preceded  by  several  days  of  postural  drainage  and 
vitamin  administration.  The  incision  was  in  the  post- 
erior lateral  aspc?t  of  the  chest  over  the  seventh  rib, 
which  was  resected.  The  lower  left  lobe  was  removed 
without  difficulty  and  the  vessels  and  bronchi  were 
ligated  individually.  Five  or  6 grams  of  sulfanilamide 
were  dusted  o'-er  the  hilar  stump  and  into  the  pleural 
cavity.  Mediastinal  pleura  and  the  remaining  lung 
tissue  were  used  in  covering  over  the  ligated  vessels 
and  bronchi.  A No.  22  Foley  catheter  was  introduced 
into  the  pleural  cavity  in  the  ninth  intercostal  space 
in  the  anterior  axillary  line  and  was  connected  with 
a water  seal  beneath  the  bed  It  was  removed  on  the 
third  postoperative  day.  Fluid  was  subsequently  as- 
pirated from  the  chest  but  it  remained  sterile.  The 
pat  ent  made  a good  recovery. 

Summary 

A case  of  chronic  bronchiectasis  followed  from 
early  infancy  to  surgical  "cure”  has  been  presented. 


No  specific  etiology  was  demonstrated  by  careful 
study  of  the  history  but  it  is  apparent  that  broncho- 
stenosis and  atelectasis  occurred  early. 

Modern  views  of  etiology  and  treatment  have 
been  reviewed  and  the  reasons  for  consideration  of 
surgical  therapy  suggested. 

Surgical  technique  has  been  discussed  in  some 
detail. 

Conclusions 

1.  Bronchiectasis  is  a curable  disease  when  its 
extent  is  limited. 

2.  Surgical  removal  of  the  diseased  lung  is  the 
only  hope  for  cure. 

3.  Complete  bronchographic  study  is  necessary 
to  establish  the  diagnosis  and  the  extent  of  disease 
in  the  selection  of  patients  for  surgical  treatment. 
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Social  Aspects  of  Maternity  Care 

A Study  of  203  Cases  under  Care  at  the  Queen’s  Hospital 


Virginia  Chatfield  Ott,  a.b.,  m.s.* 

Honolulu 


This  study  was  undertaken  to  determine  whether 
social  problems  materially  affect  the  physical  course 
of  pregnancy  and  delivery,  and  whether  a medical- 
social  worker  can  through  constructive  assistance 
contribute  appreciably  to  routine  medical  care.  Three 
additional  questions  arose: 

1.  What  specific  social  problems  confront  preg- 
nant women  and  how  often  do  these  occur? 

2.  What  additional  problems  confront  unmar- 
ried mothers,  and  are  others  intensified? 

3.  Are  these  social  problems  or  their  relative 
frequency  related  to  racial  inter-mixtures? 

Selection  and  Method 

The  patients  studied  in  this  report  comprised  203 
mothers  under  maternal  health  care  at  The  Queen’s 
Hospital  from  7-15-41  to  1-15-42.  Fifty-four  of 
these  attended  the  prenatal  clinic  conducted  by  the 
Board  of  Health  located  at  the  hospital,  while  the 
remaining  149  were  admitted  directly  to  Queen’s, 
some  having  attended  other  clinics  and  others  having 
gone  to  private  doctors  for  ante  partum  care.  This 
study  includes  all  City  and  County,  staff  and  those 
few  private  patients  referred  for  specific  reasons. 

Economic  Status 

Of  the  total,  39  per  cent  of  the  mothers  were 
unable  to  pay  for  any  part  of  their  maternity  care,  6 1 
per  cent  paid  for  some  or  all  of  their  medical  treat- 
ment. 

Age 

The  youngest  mother  was  13  and  the  oldest  45 
years. 

Requests  for  Service 

Requests  for  case  work  service  came  from  doc- 
tors, nurses,  and  patients  themselves;  the  social  work- 
er on  rounds  occasionally  observed  problems. 

Some  of  the  difficulties  found,  such  as,  finding 
someone  to  care  for  children  at  home  during  the 
mother’s  confinement,  or  facilitating  hospital  ar- 
rangements, were  tangible  and  fairly  simple  to 
solve.  Others  were  more  intangible,  yet  vitally  im- 

*  Senior  medical  social  worker  of  staff  of  the  Social  Service 
Department  of  The  Queen’s  Hospital. 


portant  to  the  patient.  For  example,  helping  an 
unmarried  mother  work  through  conflicting  emo- 
tions regarding  her  pregnancy  and  her  feeling  toward 
the  baby’s  father,  and  making  plans  for  future  care 
of  the  baby  and  for  her  continued  existence  as  a 
useful  member  of  the  community. 


Services  Requested  Cases 

Arrangements  for  convalescent  care 171 

Reassurance  & interpretation  to  patient  regarding 

medical  treatment 126 

Arrangements  for  completion  of  medical  recommen- 
dations   - 125 

Discussion  of  birth  control  measures 1 14 

Financial  arrangements  for  hospitalization 101 

Cooperative  management  of  case  with  public  health 

nurse  78 

Miscellaneous — as  discussing  preparation  of  other 
children  for  arrival  of  this  infant;  discussion 
of  racial  prejudice;  reassurance  to  mothers  re- 
garding war  conditions,  etc 59 

Discussion  of  marital  problems 37 

Referrals  to  other  agencies  for  financial  help 36 

Adoption  plans  (32%  of  pregnancies,  illegitimate) 17 

TOTAL  864 


TOTAL — exceeds  the  total  number  of  patients,  as  some 
situations  presented  more  than  one  aspect  needing  case  work 
service.  Of  the  17  cases  in  which  adoption  was  a part  of  case 
work  treatment,  6 were  handled  through  child  placing 
agencies;  in  11  cases  adoption  procedure  was  considered  but 
not  followed.  Of  these  11,  8 mothers  decided  to  keep  their 
infants,  2 made  their  own  arrangements  with  friends  for 
adoption  and  one  infant  died. 

Duration  of  Social  Service  Contact 

Social  Service  contact  varied  from  a single  in- 
terview (case  1),  to  contacts  extending  over  fourteen 
months  in  one  instance  (case  2). 

Case  1. — Mrs.  C,  Chinese,  gravida  3,  married  to 
a Caucasian  sailor,  had  a normal  delivery;  the  baby, 
however,  had  club  feet  and  further  medical  care  for 
the  infant  was  indicated.  In  a single  interview,  plans 
for  future  medical  care  for  the  baby  through  the 
Bureau  of  Crippled  Children  were  worked  out.  Satis- 
factory arrangements  for  convalescence  were  made, 
and  the  public  health  nurse  was  notified  of  medical 
recommendations. 

Case  2. — In  the  second  month  of  pregnancy,  A.  B., 
a 26  year  old  unmarried  Caucasian  girl,  was  referred 
by  her  private  doctor  who  felt  that  the  numerous 
social  problems  complicating  her  otherwise  normal 
physical  condition  could  best  be  handled  by  a medical 
social  worker. 

This  intelligent,  well-educated  girl  came  to  the 
islands  for  a vacation  but  remained  after  finding  a 
secretarial  position.  She  was  an  attractive  person 
and  had  a busy  social  life.  She  became  acquainted 
and  fell  in  love  with  a tourist;  when  she  found  the* 
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(Pure  stock  now  is  rare  even  on  other  islands,  so  that  some  Included  in  this  number  are  probably  not  although  the  individuals  claim  they  are) 
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she  was  pregnant,  she  became  extremely  emotional. 
Above  all,  she  did  not  want  her  family  to  learn  of  her 
pregnancy.  The  alleged  father  returned  to  the  Coast 
and  his  whereabouts  were  unknown.  The  girl  was 
faced  with  the  prospect  of  going  through  pregnancy 
alone  as  well  as  making  future  plans  for  herself  and 
the  baby.  Gradually,  she  wras  able  to  face  the  reality 
of  having  a child  and  her  decision  from  this  point 
on  was  to  keep  her  infant,  refusing  even  to  consider 
adoption. 

Continued  support  was  given  by  frequent  inter- 
views for  discussion  of  medical  recommendations, 
course  of  pregnancy  or  whatever  the  girl  herself  wish- 
ed to  talk  about.  Grant  of  an  endowed  bed  made  pos- 
sibly delivery  by  a private  doctor;  financial  assist- 
ance was  secured  through  a private  family  agency. 
This  patient  was  a normal,  healthy  individual  who 
had  a normal  physical  course  of  pregnancy.  Whether 
the  release  of  emotional  tension  and  anxiety,  and 
encouragement  to  face  reality,  facilitated  this,  is 
unknown. 

To  bring  into  clearer  focus  the  relationship  be- 
tween the  social  and  emotional  factors  in  the  course 
of  pregnancy,  and  the  effect  of  continued  medical 
social  case  work  contact  during  ante  and  post  partum 
care,  the  54  cases  referred  by  the  prenatal  clinic 
were  analyzed  in  detail.  The  average  number  of 
interviews  from  initial  clinic  appointment  through 
hospital  delivery  to  post  partum  examination  in  the 
clinic  was  9.4.  The  social  worker  had  continued 
contact  with  these  54  mothers  over  an  average  clinic 
attendance  period  of  3.4  months.  In  this  interval 
social  treatment  alleviated  some  of  the  adverse  fac- 
tors in  varying  degrees.  In  one  case,  both  medical 
and  social  aspects  complicated  pregnancy: 

Case  3. — A 42  year  old  Chinese-Hawaiian  mother 
had  had  hospitalizations  for  treatment  of  cancer  of 
the  breast,  and,  because  of  her  past  hospital  experi- 
ences, was  afraid,  refusing  to  consider  clinic  care 
or  hospital  delivery.  The  medical  social  worker, 
having  had  a satisfactory  contact  with  this  patient 
in  the  past,  interviewed  her  at  home,  and  was  able 
through  explanation  and  reassurance  to  get  her  to 
accept  clinic  care;  her  physical  condition  was  poor 
and  her  attendance  erratic.  However,  she  agreed  to 
hospitalization;  fortunately,  these  plans  were  com- 
pleted in  time  to  admit  her  because  of  premature 
labor.  Meanwhile,  post  partum  care  was  arranged  at 
the  City  and  County  convalescent  home  as  the  pati- 
ent’s own  home  was  totally  inadequate  for  convales- 
cence. Plans  for  the  infant  were  worked  out  jointly 
by  the  medical  social  worker  and  the  relief  agency 
worker  who  was  active  concurrently  on  the  case. 

Races  of  Parents  (Chart  A) 

Parental  racial  stocks  show  the  amalgamation 
of  races  for  which  Hawaii  is  famed.  About  one-half 
of  the  total  fathers  were  of  the  same  nationality  as 
that  of  the  mothers;  2 5 different  paternal  nation- 
alities are  represented,  including  9 unmixed  stocks 
and  15  mixtures,  (i.e.,  of  two  or  more  racial  stocks) ; 
maternal  racial  stocks  show  9 pure  and  23  mixtures. 

Of  the  203  mothers,  104  were  of  pure  stock;  57 
of  this  number  had  spouses  of  their  own  racial  stock. 
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There  was  no  marriage  of  Caucasian  women  other 
than  with  Caucasian  men.  On  the  other  hand,  Cau- 
casian men  married  women  of  various  racial  back- 
grounds. Chinese  and  Japanese  unions  were  very 
limited  although  the  number  of  Chinese-Hawaiian 
and  Chinese-Caucasian  was  high.  Japanese  tend  to 
marry  with  less  frequency  into  other  races  than  any 
other  group  included  in  this  study. 

Illegitimacy  (Chart  B) 

Sixty-six,  or  about  one-third,  of  all  the  preg- 
nancies were  illegitimate.  Of  this  number  48  per 
cent  were  in  Hawaiian  or  part-Hawaiian  mothers, 
for  whom  the  social  stigma  is  less  acute  because 
of  their  cultural  background.  Of  the  66  illegitimate 
pregnancies,  3 5 of  the  mothers  were  of  pure  stock 
(i.e.  not  of  mixed  racial  background).  Of  this  num- 
ber only  5 became  pregnant  by  men  of  pure  stock. 
There  were  3 1 illegitimate  pregnant  mothers  of  mixed 
nationalities.  In  only  2 cases  were  the  fathers  of  the 
same  mixture  (Caucasian-Hawaiian) ; 11  became 

pregnant  by  Caucasian  men;  6 became  pregnant  by 
Filipino  men,  which  was  the  next  largest  group. 

Length  of  Hospital  Stay 

Length  of  hospitalization  varied  from  twenty- 
four  hours  to  twenty-eight  days.  The  average  num- 
ber of  hospital  days  was  6.6  for  this  group.  Occa- 
sionally, physical  complications  appear  later  than 
the  forty-eight  hours  or  more  after  delivery,  which 
is  as  long  as  City  and  County  patients  usually  re- 
main in  the  hospital.  A case  in  point  follows: 

Case  4. — Mrs.  H.,  a 25  year  old  Hawaiian-Cauca- 
sian,  gravida  5,  had  a normal  delivery  of  twins;  they 
were  premature  and  hence  remained  in  the  nursery 
after  the  patient’s  two-day  period  was  ended.  Her 
condition  at  the  time  of  discharge  was  normal;  how- 
ever, on  her  fourth  post-partum  day,  bleeding  began 
when  the  husband  gave  the  patient  a cathartic.  Re- 
admission was  immediately  necessary  as  were  blood 
transfusion  and  an  additional  eight  days’  hospitaliza- 
tion. Possibly,  had  she  remained  in  longer  following 
delivery,  the  second  hospital  admission  might  have 
been  avoided. 

Effect  of  War  Conditions 

Although  much  of  this  case  material  was  com- 
piled before  December  7,  there  are  a few  indications 
of  the  effect  of  wrar  conditions  on  mothers  and  on 
maternity  care.  There  has  been  an  increase  in  the 
number  of  hospital  deliveries.  Blackout  and  curfew 
restrictions  have  limited  midwifery,  making  home 
deliveries  difficult;  increased  incomes  occasioned  by 
war  jobs  have  made  more  hospital  deliveries  pos- 
sible. Obstetricians  had  expected  a sudden  increase 
in  abortions  and  premature  labors  following  the 
"blitz,”  but  complications  seemed  to  be  the  excep- 
tion rather  than  the  rule.  The  social  worker  has 
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observed  behavior  in  small  children  which  seems 
to  reflect  much  of  the  parental  attitude  toward  the 
war.  A case  in  point  follows: 

Case  5. — A 28  year  old  Portuguese  mother  who 
has  one  child  aged  2,  is  near  term  in  her  second 
pregnancy.  The  child  is  bright,  attractive  and  de- 
manding attention.  Since  the  onset  of  the  war  he 
has  been  enuretic,  refuses  to  be  left  out  of  his  moth- 
er’s sight  and  insists  on  being  carried.  The  mother 
is  a rather  immature,  emotionally  unstable  person 
who  has  limited  understanding  of  the  relationship  be- 
tween her  own  anxieties  in  regard  to  war  conditions 
and  her  own  physical  status,  and  the  behavior  of  her 
child.  In  regular  contacts  with  this  woman,  the  medi- 
cal social  worker  has  tried  to  give  her  additional 
understanding  of  the  cause  of  the  boy’s  behavior  and 
methods  of  coping  with  it.  Reassurance  and  continued 
help  have  been  prime  components  in  dealing  with 
this  situation.  Referral  to  a private  family  agency 
for  more  intensive  treatment  of  the  child’s  behavior 
problems  is  pending. 

Summary 
Medical  Factors 

Data  show  that  2 5 per  cent  of  these  203  mothers 
had  insufficient  prenatal  care,  10  per  cent  having 
had  no  medical  attention  until  admitted  for  delivery. 

On  basis  of  case  material,  it  is  questioned  whether 
forty-eight  hours’  hospitalization  provided  for  those 
mothers  unable  to  pay  for  their  own  care  is  ade- 
quate. 

More  than  one-half  of  mothers  did  not  have 
post  partum  examinations. 

There  did  not  seem  to  be  any  direct  relationship 
between  employment  and  the  course  of  pregnancy. 

Despite  these  factors,  normal  pregnancies  far 
exceeded  those  with  complications. 

Social  Factors 

A wide  range  of  social  problems  are  evidenced: 


( 1 )  Difficulty  in  carrying  out  medical  recommend- 
ations. (2)  Financial  worries.  (3)  Influence  of  war 
conditions.  (4)  Problems  arising  out  of  illegitimacy, 
rejection  of  infant,  need  for  adoption.  (5)  Marital 
difficulties. 

Among  unmarried  mothers,  disturbing  factors 
most  frequently  observed  include  emotional  and 
financial  insecurity,  apprehension,  uncertainty;  often 
intellectual  and  emotional  rejection  of  pregnancy, 
resulting  in  inability  to  make  plans  for  themselves 
or  their  infants. 

The  active  racial  amalgamation  which  is  ob- 
viously going  on  in  the  Territory  does  not  seem 
to  influence  these  pregnancies  unfavorably. 

Nearly  one  third  of  the  pregnancies  were  ille- 
gitimate. The  explanation  for  the  large  number  of 
local  unmarried  mothers  lies  in  ( 1 ) Cultural  and 
economic  factors;  (2)  Preponderance  of  male  popu- 
lation due  to  increased  numbers  of  service  men  and 
war  workers;  (3)  Ignorance  of  birth  control  meas- 
ures; and  (4)  Selection  of  the  group  under  study. 

Conclusions 

(1)  Utilization  of  medical  social  service  early 
in  pregnancy  can  do  much  to  mitigate  the  effect 
of  adverse  social  factors. 

(2)  Unmarried  mothers  as  a group  are  more 
acutely  in  need  of  social  service  assistance  than  mar- 
ried mothers;  early  and  sustained  treatment  is  es- 
sential to  a favorable  social  prognosis. 

(3)  The  value  of  social  service  in  routine  ma- 
ternity care  lies  in  early  treatment  of  the  individual 
patient’s  problems.  Medical  treatment  becomes  more 
effective  when  anxiety,  worry  and  tension  are  les- 
sened. 
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Corpus  Luteum  Cpst  in  Ovarian  Transplant 

Lyle  G.  Phillips,  m.d. 

Honolulu 


That  ovarian  transplants  not  only  do  function 
but  are  sometimes  the  site  of  pathology  frequently 
found  in  normal  ovaries  is  indicated  by  the  following 
case  history: 

On  April  11,  1941,  at  Kapiolani  Hospital,  Mrs. 
R.  R.  P.  was  operated  upon  because  of  symptoms 
and  physical  findings  indcating  a chronic  inflamma- 
tory process  involving  her  pelvic  organs.  She  had 
previously  had  a pelvic  laparotomy  for  pelvic  in- 
flammatory disease,  at  which  her  right  ovary,  tube, 
and  appendix  were  removed.  At  operation  the  left 
adnexae  were  found  to  be  involved  in  an  inflamma- 
tory mass  consisting  of  an  ovarian  cyst  about  six 
cm.  in  diameter  and  a greatly  thickened  pyosalpinx. 
Subtotal  hysterectomy  and  left  salpingo-oophorec- 
tomy  were  performed.  The  ovarian  mass  was  im- 
mediately carefully  examined  and  several  small  frag- 
ments of  fairly  normal  appearing  ovarian  tissue 
were  recovered.  These  were  transplanted  into  the 
recti  muscles. 

Moderate  hot  flushes  and  other  menopausal  man- 
ifestations were  noted  by-  the  patient  for  about 
two  months  after  operation  and  were  easily  con- 
trolled by  Stilbestrol. 

Occasional  vaginal  smears  during  the  year  fol- 
lowing operation  showed  cells  indicative  of  adequate 
estrogenic  function. 

On  June  26,  1942,  after  using  a heavy  vacuum 
cleaner,  the  patient  noticed  a painful  swelling  about 
one  inch  to  the  right  of  her  abdominal  incision.  On 
examination  a firm,  tender  mass  about  one  inch  in 


diameter  could  be  palpated  in  the  abdominal  wall. 
Development  of  a cyst  in  an  ovarian  fragment  was 
considered,  but  because  of  the  sudden  onset  and 
pain  an  incisional  hernia  with  strangulation  was  also 
considered. 

At  operation  a portion  of  the  old  scar  was 
excised  and  the  right  anterior  rectus  sheath  was 
opened.  On  parting  the  right  rectus  muscle  fibers 
a thin  walled  cyst  containing  clear  yellowish  fluid 
and  some  blood  was  exposed.  This  was  shelled  out 
and  the  incision  closed. 


The  pathological  report  indicated  that  the  cyst 
(fig.  1)  was  a corpus  luteum  cyst  into  which 
hemorrhage  had  occurred. 


* vv 
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Pig.  1.  Luteal  cells  in  wall  of  cyst  in  transplanted 
ovarian  substance. 
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Out  of  the  chaos  and  confusion— the  burns, 
lacerated  wounds  and  compound  fractures— 
that  was  Pearl  Harbor  on  that  first  Sunday  of 
December,  1941— have  come  many  lessons. 
Not  the  least  among  them  is  the  value  of  the 
sulfonamides— used  topically  for  the  manage- 
ment of  the  potentially  infected  traumata. 

Field  conditions  were  ideal  for  the  produc- 
tion of  Clostridial  infections— yet  the  incidence 
of  gas  gangrene  was  remarkably  low  and  re- 
sulted in  no  deaths.  Hospital  facilities  and 
surgical  skill  were  hard-pressed  and  surgical 
operations  were  delayed  from  hours  to  days. 
Due  in  no  small  measure  to  the  use  of  the 
sulfonamides,  postoperative  mortality  was  only 
3.8  per  cent,  and  most  of  these  fatalities  were 
from  shock  and  hemorrhage. 

Topical  use  of  sulfonamides  is  assuming  in- 
creasing importance  not  alone  in  military  prac- 


Desfruction of  barracks  at  Wheeler  Field,  T.  H.,  December  7,  1941. 

Photo  by  U.  S.  Army  Signal  Corps. 

tice  but  in  industry  and  civil  life.  These  com- 
pounds should  be  regarded  as  an  important 
adjunct  to  surgery,  regardless  of  whether  the 
surgeon  is  dealing  with  grossly  contaminated 
wounds  or  maintaining  asepsis  in  his  opera- 
tive field.  Further  studies  must,  of  course,  be 
made  to  determine  the  method  of  application 
best  suited  for  each  type  of  wound. 

The  Squibb  Laboratories  have  available 
many  of  the  sulfonamide  compounds.  There 
are  several  dosage  forms  under  laboratory  and 
clinical  investigation  and  these  will  be  pro- 
vided as  the  need  arises  and  resu.ts  prove 
favorable. 


ERiSqjjibb  SlSons 

Manufacturing  Chemists  to  the  Medical  Profession  Since  1858 


A PEACE-TIME  NECESSITY  ADAPTED 

WAR 


TO 


EMERGENCIES... 


‘Lyovac’  Normal  Human  Plasma  is 
always  available  because  it’s  stable, 
portable,  and  practical 

Shock,  resulting  from  loss  of  blood  volume , usually 
constitutes  the  immediate  threat  to  life  in  victims  of 
severe  burns,  fractures,  concussion,  and  other  forms 
of  trauma. 

Transfusion  of  plasma  is  specifically  indicated  in 
such  emergencies  because  the  powerful  osmotic  effect 
of  plasma  proteins  prevents  further  diffusion  of  fluid 
from  the  circulation  into  the  tissues.  Even  in  shock 
due  to  hemorrhage  plasma  can  and  should  be  adminis- 
tered to  restore  and  maintain  blood  volume  until  whole 
blood  is  obtained  to  replace  the  lost  erythrocytes.1 

Stable,  Portable  'Lyovac’  Normal  Human  Plasma 
is  particularly  well  adapted  to  use  under  adverse  and 
mobile  conditions  and  can  be  kept  safely  without 
refrigeration  wherever  treatment  of  shock  may  be 


required  ...  in  accident  room  or  ambulance,  operat- 
ing room,  delivery  room,  or  offices,  in  first-aid  sta- 
tions and  mobile  disaster  units. 

Stability  is  assured  by  means  of  quick  freezing,  fol- 
lowed by  desiccation  and  storage  under  vacuum  in  a 
stoppered,  flame-sealed  glass  vial.  Restoration  is  simple 
and  rapid.  Each  250-cc.  unit  of  'Lyovac’  Normal  Human 
Plasma  provides  approximately  as  much  osmotically 
active  protein  as  500  cc.  of  whole  blood,  and  hypertonic 
(concentrated)  solutions  can  be  easily  prepared  when 
required. 

A 16%  reduction  of  the  list  price  of  'Lyovac’  Normal 
Human  Plasma  has  recently  been  made  as  a result  of 
improvements  developed  by  Sharp  & Dohme.  'Lyovac’ 
Normal  Human  Plasma  has  been  accepted  by  the  Council 
on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association. 

'LYOVAC' NORMAL  HUMAN  PLASMA 


1.  Annals  of  Surgery.  115:1125,  June,  1942 
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EDITORIALS 


FOOD  HANDLERS’  CERTIFICATES 

The  present  method  of  examining  persons  em- 
ployed or  about  to  be  employed  as  food  handlers 
in  the  Territory  is  worse  than  useless.  Not  only  does 
it  fail  completely  to  identify  cases  of  the  only  two 
disorders  (pulmonary  tuberculosis  and  the  typhoid- 
dysentery  group  of  intestinal  diseases)  which  are 
of  any  real  importance  in  this  regard,  but  it  has  the 
almost  equally  objectionable  feature  of  leading  the 
food  handler  himself  to  suppose — erroneously,  may- 
hap— that  he  has  been  found  to  be  in  good  health. 

A pitiful  example  of  the  latter  failing  occurred 
not  long  ago  when  a professional  cook,  an  elderly 
man,  was  discovered  ( not  by  a Food  Handlers’ 
"Examination”)  to  have  advanced  bilateral  pulmon- 
ary tuberculosis  with  cavitation,  and  was  so  de- 
pressed by  the  realization  of  the  situation  that  he 
committed  suicide. 

Another  example  was  reported  extensively  in  the 
Hawaii  Medical  Journal  last  summer:  the  oc- 
currence of  a serious  epidemic  of  typhoid  fever  among 
school  children  because  a carrier  was  employed  in 
the  school  cafeteria.  A proper  examination  of  food 
handlers  might  have  resulted  in  her  identification  as 
a carrier  and  her  employment  could  have  been  pre- 
vented. The  present  method  of  examination  could 
not  possibly  have  shown  her  to  be  a potential  source 
of  disease.  Prompt  action  and  capable  medical  at- 
tention resulted  in  holding  this  epidemic  down  to 
only  78  cases  and  5 deaths.  It  is  interesting  to  specu- 
late how  many  deaths  would  be  needed  to  arouse  the 
authorities  to  a realization  that  something  might  be 
done  to  help  prevent  a recurrence  of  such  a tragedy. 
The  immunization  campaign  should  go  far  to  pre- 
vent typhoid  fever  from  harrassing  us  again.  But 
we  are  not  immune  to  bacillary  dysentery,  and  we 
are  not  immune  to  tuberculosis,  and  contaminated 
food  is  a frequent  source  of  both  diseases. 


It  is  argued  that  fluoroscoping  all  food  handlers 
would  not  pick  up  all  the  tuberculous  ones,  and 
that  x-raying  them  all  would  be  expensive.  It  is 
expensive  to  let  people  get  tuberculosis,  too.  The 
difference  between  the  two  costs  is  not  so  very  great, 
probably,  and  it  may  even  turn  out  to  be  less  ex- 
pensive to  x-ray  them  than  to  let  them  get  by. 
No  one  denies  that  the  present  procedure  (listening 
to  their  chests)  is  approximately  equivalent  to  not 
examining  them  at  all. 

It  is  argued,  too,  that  stool  cultures  will  be  ex- 
pensive, and  that  they  may  fail  to  identify  carriers 
of  typhoid  fever  and  dysentery.  Suppose  they  fail  a 
third  or  even  half  of  the  time:  that  means  it  will 
succeed  a half  or  two-thirds  of  the  time.  And  every 
success  may  mean  the  prevention  of  disease  in  dozens 
or  scores  of  people.  The  expense,  if  cultures  are  made 
in  little  bakelite-capped  bottles  of  medium,  using 
an  anal  swab  prepared  by  the  doctor,  will  certainly 
be  no  more  than  the  present  fee.  Indeed,  it  would 
fall  so  far  short  cf  it  that  three  cultures — which 
would  be  incomparably  superior  to  only  one  in 
identifying  carriers — could  very  well  be  made  on 
each  prospective  handler  of  food.  It  might  not  be 
necessary  to  repeat  this  annually;  an  evaluation  of 
costs  could  be  made  before  deciding  this  question 
finally. 

There  is  no  excuse  for  continuing  the  present 
ridiculous  procedure,  except  the  usual  one  of  re- 
luctance to  change  an  established  custom.  The  pre- 
sent examination  is  utterly  useless,  and  worse.  It 
ought  to  be  completely  scrapped,  and  replaced  by 
two  requirements:  a negative  chest  x-ray  (taken  by 
the  Board  of  Health  now  that  it  has  a mobile  x-ray 
unit)  and  three  negative  cultures  from  anal  swabs, 
a day  or  more  apart.  But  the  present  method  ought 
to  be  completely  scrapped,  even  if  these  suggested 
procedures  cannot  be  instituted  yet! 
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SURFING  IN  SEWAGE 

Honolulu’s  sewers  discharge  approximately  26 
million  gallons  of  "raw”  (untreated)  sewage  daily 
through  sewer  outfalls  between  the  harbor  entrance 
and  Kewalo  Basin.  It  is  anticipated  that  within  the 
next  ten  years  this  will  be  increased  to  about  3 5 
million  gallons. 

Sewage — as  not  everyone  knows — floats  in  sea 
water,  and,  like  other  floating  material,  will  drift 
in  the  direction  of  the  prevailing  winds.  For  most 
of  the  year,  that  direction  is  away  from  Waikiki. 
In  1939,  87  per  cent  of  the  recorded  wind  was  from 
the  east  or  northeast,  and  in  1940,  over  75  per 
cent  of  it  was  from  this  direction.  During  the  winter 
and  early  spring  months,  however,  south,  southwest 
and  even  west  winds  may  blow  for  considerable 
periods.  In  December  1939  there  was  more  total 
mileage  of  southwest  winds  than  of  northeast.  In 
January  1940  two-thirds  of  the  total  wind  mileage 
was  southwest  or  west. 

In  addition  to  this,  the  Ala  Wai  drainage  canal, 
between  the  sewer  outfalls  and  Waikiki,  discharges 
into 'the  ocean  just  west  of  Waikiki  district  an 
average  of  10  million  gallons  a day  of  heavily  con- 
taminated water — and,  during  flood  periods,  over 
3,000  million  gallons  a day. 

One  would  expect  this  combination  of  circum- 
stances to  result  at  certain  times  of  the  year — 
principally  in  the  winter  and  early  spring — in  the 
contamination  of  the  waters  along  Waikiki  Beach. 
It  Joes  exactly  that. 

A careful  bacteriological  survey  of  the  waters 
of  the  south  shore  of  Honolulu  and  throughout  the 
Ala  Wai  canal  shows  that  at  these  times  the  colonies 
of  B.  coli  per  hundred  cubic  centimeters  of  water 
frequently  reach  several  hundred  at  points  as  far 
southeast  as  the  Natatorium.  This  survey  was  con- 
ducted between  May  1940  and  September  1941  by 
the  Bureau  of  Sanitation  of  the  Territorial  Bo^rd 
of  Health,  under  the  sponsorship  of  the  Honolulu 
Chamber  of  Commerce.  It  is  a careful,  detailed, 
painstaking  piece  of  research.  It  demonstrates  con- 
clusively that  potentially  dangerous  degrees  of  con- 
tamination of  the  waters  at  Waikiki  are  likely  to 
occur  whenever  the  wind  is  in  the  west  for  a suf- 
ficient length  of  time. 

The  solution  proposed  is  fine  screening  and 
chlorination  of  the  sewage,  the  construction  of  a 
suitable  jetty  to  divert  the  Ala  Wai  canal  drainage 
further  from  shore,  and  filling  the  present  artificial 
channel,  parallel  to  the  shore,  which  allows  this 
drainage  to  travel  toward  Waikiki  at  very  low  tide 


levels.  The  treatment  of  sewage  could  be  intermit- 
tent, being  necessary  only  during  periods  when 
weather  conditions  threaten  pollution  of  the  water 
along  the  bathing  beaches. 

Not  all  of  these  measures  can  be  undertaken 
during  war  time.  Some  of  them  can  be  accom- 
plished, however,  and  perhaps  war  conditions  render 
them  more  urgent  than  they  would  be  in  peace 
time.  Official  neglect  of  situations  like  this  is  the 
stuff  from  which  epidemics  are  made. 


DIABETIC  IDENTIFICATION  CARD 

The  Commission  of  Diabetes  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  is  urging  the 
adoption  of  a metal  identification  tag  to  be  worn  on 
the  wrist  or  around  the  neck  of  every  diabetic  in 
the  state.  This  records  name,  address,  relative’s  name, 
and  blood  type  on  one  side  and  records  "diabetic” 
and  type  of  insulin  or  "no  insulin”  on  the  other 
side.  The  commission  also  suggests  that  the  diabetic 
carry  with  him  at  all  times  an  information  card, 
as  follows: 


DIABETIC  IDI  TTIFICATION  CARD 
DIABETES  MELI.ITUS 

IF  I AM  SICK,  GIVE  ME  ORANGE  JUICE  OR  SUGAR. 
INSULIN :UNITS. 

DIET:  GM.  CH GM.  P GM.  F. CAI 

phone: 

DR NO 

RELATIVE —NO 


This  is  a very  sensible  suggestion  for  local  use 
and  should  be  easy  to  sell  to  our  already  identifica- 
tion-card-conscious populace. 


SILLY  CENSORSHIP 

The  September  1942  issue  of  the  American  Journ- 
al of  the  Medical  Sciences  mailed  to  Hawaii  had  one 
article  deleted  by  government  censors.  The  title  and 
authors’  names  were  cut  out  of  the  cover  and  the 
table  of  contents;  the  article  itself  was  cut  out, 
except  for  title  and  authors’  names,  which  were 
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obscured  with  black  ink.  A request  for  an  uncen- 
sored copy,  made  on  the  supposition  that  some  mis- 
take had  occurred,  was  refused;  Dr.  Krumbhaar  s 
secretary  stated,  however,  that  an  effort  was  being 
made  to  find  some  way  in  which  the  missing  article 
could  be  sent  to  Hawaii. 

On  January  15,  an  uncensored  copy  arrived,  "in- 
spected and  approved”  by  the  Board  of  Economic 
Warfare  "for  export  by  the  Technical  Data  License 
Division,  Export  Control  Branch,  Office  of  Ex- 
ports.” 

The  dangerous  article  turned  out  to  have  been 
written  by  T.  N.  Harris  and  Joseph  Stokes,  Jr., 
Department  of  Pediatrics,  University  of  Pennsyl- 
vania School  of  Medicine,  on  "The  Effect  of  Pro- 
pylene Glycol  Vapor  on  the  Incidence  of  Respiratory 
Infections  in  a Convalescent  Home  for  Children.” 
It  was  a carefully  controlled  series  of  experiments 
confirming  work  done  in  1941  and  1942  by  O.  H. 
Robertson  and  co-workers  on  the  germicidal  effect 


of  propylene  glycol  vapor  in  air.  Harris  and  Stokes 
showed  that  this  effect  was  adequate,  even  in  con- 
centrations as  low  as  between  6 and  3 3 parts  per 
billion,  to  sharply  reduce  the  incidence  of  respira- 
tory infections  in  a 16-bed  convalescent  ward. 

This  work  has  been  extensively  commented  upon; 
it  was  described  in  Time  magazine  in  the  fall  of 
1942,  and  discussed  in  an  editorial  in  the  Lancet; 
Chauncey  Leake’s  monthly  summary  of  the  new  and 
good  in  current  medical  and  related  literature  drew 
attention  to  it.  In  short,  it  is  not  a secret,  and  has 
not  been  a secret.  Even  had  it  been  a secret,  it  would 
not  have  had  any  more  value  for  an  enemy  than, 
for  example,  the  new  Stadcr  splint  which  affords 
prompt  mobilization  for  serious  fracture  cases. 

The  effect  of  this  behavior  on  the  part  of  censors 
is  difficult  to  evaluate  in  all  its  ramifications,  but 
some  aspects  of  it  seem  very  clear.  It  makes  them 
a nuisance  to  the  editorial  staffs  of  the  scientific 
publications  which  have  to  submit  to  their  arbitrary 
rulings;  and  it  makes  them  a laughing  stock  to  the 
small  section  of  the  public  that  finds  out  about  it. 


A PRESEminG  FIVE  COUnCIL-flCCEPIED  PRODUCTS... 

SANDOZ 

GYNERGEN* 

For  prompt  relief  of  migraine. 

SCILLAREN* 

Cardioactive  glycosides  from  squill,  recognized  as  a reliable  cardiotonic. 

CALGLUCON* 

For  palatable  and  convenient  oral  calcium  therapy. 

D I G I L A N I D* 
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PROGRESS  IN  INTERNAL  MEDICINE 


SPLENOMEGALY 

The  occurrence  of  a well  marked  splenic  tumor 
arrests  the  physician’s  attention.  He  is  immediately 
confronted  with  the  question  as  to  whether  this  is 
a primary  disease  of  the  organ  or  whether  it  is  sec- 
ondary to  disease  elsewhere  in  the  body. 

Most  frequently  it  is  part  of  a systemic  disease 
or  is  due  to  disease  of  other  organs.  Infectious  or 
cardiovascular  diseases,  blood  dyscrasias  or  metabolic 
diseases  are  suggested.  The  most  common  infectious 
diseases  associated  with  easily  demonstrable  spleno- 
megaly are  malaria,  typhoid  fever,  syphilis,  tuber- 
culosis, brucellosis,  typhus  fever  and  infectious  mono- 
nucleosis. Fever  toxemia  or  obvious  physical  or 
laboratory  evidence  should  point  in  these  diseases 
to  the  proper  diagnosis.  Cardiac  findings  may  suggest 
a source  of  embolic  or  congestive  pneumonia  result- 
ing in  splenomegaly.  Blood  dyscrasias  are  immediately 
suggested  by  massive  splenic  enlargement,  leukemia 
being  the  most  common  cause.  Blood  studies,  bone 
marrow  puncture  or  lymph  gland  biopsy  will  make 
the  diagnosis.  Metabolic  disorders  of  the  lipid  group, 
though  rare,  are  causes  of  massive  splenic  enlarge- 
ment. Splenic  enlargement  secondary  to  hepatic  cir- 
rhosis is  much  more  common. 

“Congestive  Splenomegaly’’ 

Primary  splenic  disease  is  unquestionably  rare. 
Formerly  Banti’s  disease  was  classified  as  a primary 
disease  of  the  spleen.  Recent  clinicopathologic  studies 
have  cast  doubt  upon  this  concept.  William  P. 
Thompson  in  "The  Pathogenesis  of  Banti’s  Disease” 
( Ann.  Int.  Med.  14:25  5 [Aug.]  1940)  gives  an 
excellent  modern  version  of  the  pathogenesis  of  this 
cause  of  splenomegaly. 

Osier  and  others  classified  Banti’s  disease  as  a 
primary  disease  of  the  spleen  of  unknown  origin. 
Cure  by  splenectomy  was  presented  as  proof  of  its 
being  a primary  disease  of  the  spleen.  The  clinical 
diagnostic  criteria  presented  by  Osier  have  not  been 
changed,  viz — progressive  enlargement  of  the  spleen 
without  obvious  cause;  secondary  anemia,  leukopenia 
and  frequently  thrombocytopenia;  evidence  of  in- 
creased collateral  circulation  between  the  portal  and 
peripheral  venous  circulation,  manifested  by  promi- 
nent thoracoabdominal  veins  and  hemorrhage  from 


esophageal  varices,  and  finally  by  ascites  (if  cirrhosis 
is  associated).  The  pathologic  findings  in  over  100 
cases  studied  by  Thompson  indicate  a single  under- 
lying mechanism,  namely,  portal  vein  hypertension 
with  normal  peripheral  venous  pressure.  The  cause 
is  mechanical  obstruction  in  the  portal  venous  sys- 
tem. Hepatic  cirrhosis  caused  by  far  the  greatest 
number  of  cases — 68  per  cent.  Other  causes  where 
schistosomiasis,  thrombosis  of  the  portal  or  splenic 
veins  occurring  as  a result  of  injury  or  infection, 
compression  of  the  splenic  vein  by  tumors,  glands 
or  adhesions,  or  congenital  venous  anomalies.  He  ad- 
vocated the  use  of  a term  coined  by  Dr.  R.  C.  I.ar- 
rabee — congestive  splenomegaly — as  a much  better 
definitive  name  than  "Banti’s  disease”  or  "Banti’s 
syndrome.” 

N.  E.  Rich  has  described  a congenital  form  of 
stenosing  sclerosis  of  the  portal  vein  resulting  in 
portal  hypertension  (Primary  Portal  Thrombosclero- 
sis,  Arch.  Int.  Med.  69:117  [Jan.]  1942).  Cases 
present  clinical  and  pathologic  changes  similar  to 
those  of  Banti’s  syndrome:  congestive  splenomegaly, 
bleeding  from  esophageal  varices  and  blood  changes. 
Ascites  is  infrequent  because  liver  damage  with 
resulting  reduction  of  serum  proteins  does  not  occur, 
and  anemia  is  less  marked.  The  early  age  of  onset 
is  the  chief  clue  to  the  congenital  cause.  If  the 
term  congestive  splenomegaly  is  substituted  for  Ban- 
ti’s disease,  this  small  group  of  cases  is  properly  in- 
cluded. Splenectomy  is  successful  because  it  affects 
a reduction  in  portal  blood  volume,  thus  reducing 
the  portal  hypertension  which  is  the  underlying  cause 
of  symptoms. 

An  unusual  syndrome  in  which  splenomegaly  is  a 
feature  has  recently  been  reviewed  by  Armstrong, 
et  al.  It  is  the  Cruveilhier- Baumgarten  syndrome 
(Armstrong,  E.  L.;  Adams,  W.  L.;  Tagesman,  L.  J., 
and  Townsend,  E.  D.:  The  Cruveilhier-Baumgarten 
Syndrome;  Review  of  the  Literature  and  report  of 
Two  Additional  Cases,  Ann.  Int.  Med.  16:113  [Jan.] 
1942).  This  rare  condition  is  due  to  the  association 
of  pathologic  conditions  causing  portal  hypertension 
with  blood  vascular  anomalies,  particularly  a persis- 
tent patent  umbilical  vein.  Large  venous  anastomoses 
associated  with  this  vascular  anomaly  cause  marked 
dilatation  of  the  thoraco-abdominal  veins  and  an 
abdominal  venous  murmur  and  thrill,  which  is  the 
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OF  MORE  NORMAL,  HAPPIER  PEOPLE 


THE  oscillating  “finger”  of  the  electroen- 
cephalograph, recording  abatement  of 
abnormality  of  brain  waves,  tells  but  a 
part  of  the  story  of  epilepsy  treatment 
with  Dilantin*  Sodium.  Fewer  and  less 
severe  seizures,  more  normal  social  and 
economic  life  have  been  observed  in  many 
thousands  of  epileptic  patients  receiving 
this  modem  anticonvulsant. 


Dilantin  Sodium  possesses  "many  advan- 
tages” in  the  control  of  epileptic  convulsions.1 
For  one  thing  it  is,  in  many  cases,  superior 
in  anticonvulsant  effectiveness  to  pheno- 
barbital  or  bromides,  and — highly  impor- 
tant— it  is  practically  non-hypnotic.  The  in- 
clusion of  Dilantin  Sodium  (diphenylhydan- 
toin  sodium)  in  the  new  U.S.P.  XII  speaks 
volumes  for  its  therapeutic  importance. 

♦tRADE-MMK  REG.  U.S.  PAT.  OFF. 


KAPSEALS 

DILANTIN  SODIUM 

A product  of  modern  research  offered  to  the 
medical  profession 


1.  Palmer,  H.  D.  & Hughes,  J.:  The  Penn.  Med.  J.,  Aug.  1942 


SPLENOMEGALY 


Doolittle 


unique  diagnostic  finding.  Other  clinical  findings 
are  those  of  portal  hypertension:  abdominal  disten- 
sion, digestive  disturbances,  hematemesis,  and  splen- 
omegaly. Hepatic  cirrhosis  is  absent.  The  disease  is 
usually  fatal  by  the  third  decade  of  life,  death  being 
due  to  portal  decompensation.  Splenectomy  is  of 
no  value,  in  fact  is  contraindicated  because  of  the 
danger  of  hemorrhage  from  greatly  dilated  venous 
channels  in  the  abdominal  wall. 

Primary  Splenic  Neutropenia 

Two  diseases  are  more  properly  classified  as 
primary  splenic  disease,  namely,  familial  hemolytic 
jaundice  and  thrombocytopenic  purpura.  A third 
closely  related  condition,  primary  splenic  neutropenia, 
has  been  reported  recently  by  Wiseman  and  Doan 
(Wiseman,  B.  K.  and  Doan,  C.  A.:  Primary  Splenic 
Neutropenia:  A Newly  Recognized  Syndrome,  Close- 
ly Related  to  Congenital  Hemolytic  Icterus  and  Es- 
sential Thrombocytopenic  Purpura,  Ann.  lnt.  Med. 
16:1097  [June]  1942).  This  is  a condition  of  pri- 
mary splenic  dysfunction  and  hyperfunction.  The 
splenic  scavenger  cells,  the  clasmatocytes,  become 
overactive  in  destroying  both  young  and  mature 
white  blood  cells.  This  excessive  destruction  of  peri- 
pheral blood  elements  carries  over  in  a lesser  degree 
to  red  blood  cells  and  platelets.  The  clinical  picture 
is  characterized  by  splenomegaly,  neutropenia  (with 


hyperplasia,  not  hypoplasia,  of  the  myeloid  elements 
of  the  bone  marrow),  thrombocytopenia  and  hemoly- 
tic anemia.  The  presenting  symptoms  are  weakness, 
irregular  fever,  coryza  or  angina,  and  perhaps  bleed- 
ing (purpura).  Splenomegaly  is  present.  Repeated 
blood  counts  reveal  progressive  neutropenia.  In  dif- 
ferential diagnosis  one  considers  particularly  Banti’s 
syndrome,  leukemic  leukemia,  hypoplastic  anemia,  and 
malignant  neutropenia.  The  absence  of  symptoms 
and  signs  of  portal  hypertension  excludes  Banti’s 
disease.  Studies  of  sternal  bone  marrow  smears  ex- 
clude leukemia  in  a subleukemic  phase,  aplastic 
anemia,  and  usually  malignant  neutropenia.  The 
history  in  regard  to  drugs  or  toxins  as  a cause  of 
neutropenia  is  of  importance,  however.  Familial 
hemolytic  jaundice  and  essential  thrombocytopenic 
purpura  may  be  somewhat  more  difficult  to  dif- 
ferentiate, since  manifestations  of  both  red  blood 
cell  and  platelet  destruction  occur  in  primary  splenic 
neutropenia.  Indeed,  the  three  conditions  appear  to 
be  very  closely  related,  in  that  the  destructive  tend- 
encies in  each  apply  only  in  a more  or  less  selective 
degree  to  young  and  mature  white  blood  cells,  red 
blood  cells,  and  platelets,  respectively.  In  all  three 
conditions  splenectomy  is  followed  by  an  immediate 
increase  in  all  circulating  blood  elements.  It  is  ap- 
parently a cure  for  primary  splenic  neutropenia. 

S.  E.  Doolittle,  m.d. 


• Directions  on  how  to  mix  and  feed  S-M-A 
can  he  explained  to  the  mother  and  nurse 
in  two  minutes. 


• S-M-A  is  more  easily  digested  by  the 
normal  infant  because  of  the  all-lactose 
carbohydrate  and  the  unique  S-M-A  fat. 


• With  S-M-A  nothing  is  left  to  chance.  All 
the  vitamin  requirements,  except  ascorbic 
acid,  together  with  additional  iron  are 
included  in  S-M-A  in  the  proper  balance, 
ready  to  feed. 


• S-M-A  fed  infants  compare  favorably 
with  breast-fed  infants  in  growth  and 
development. 


S-M'd-' 


IN  INFANT  FEEDING 
...IT  SAVES  MY  TIME 


*S-M-A,  a trade  mark  of  S.M.A.  Corporation,  for  its  brand  of  food  especially  prepared  for  infant  feeding- — derived  from 
tuberculin-tested  cow's  milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including  biologically  tested  cod 
liver  oil,  with  the  addition  of  milk  sugar  and  potassium  chloride;  altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  physical  properties. 
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RECENT  ADVANCES  IN  SURGERY 


SISTER  KENNY’S  PILGRIMAGE* 

Sister  Kenny  and  her  work  have  aroused  more 
discussion  than  any  other  orthopedic  problem  in 
years.  When  she  arrived  in  the  United  States  she 
had  a number  of  introductions  and  went  first  to 
Dr.  B.  O’Connor  of  New  York  who  pushed  her 
aside  and  referred  her  to  Dr.  Hansson  of  Cornell.  He 
also  sent  her  on  her  way. 

Discouraged,  she  went  to  Chicago,  where  she 
consulted  Dr.  Coulter  of  Northwestern.  He  referred 
her  to  Dr.  Phil  Lewin,  who  was  not  impressed  with 
her  work.  She  left  Chicago  and  saw  Dr.  Henderson 
of  the  Mayo  Clinic.  He  listened  to  her  story  for  two 
days,  and  appointed  Drs.  Cole  and  Knapp  to  in- 
vestigate her  method  of  treatment.  Dr.  Knapp  took 
her  into  his  home  and  discussed  "spasms,”  "inco- 
ordination” and  "mental  alienation,”  terms  all  for- 
eign to  the  medical  men  of  this  country.  She  dis- 
cussed "polio  of  the  shoulder.”  All  of  her  principles 
were  different  from  ours. 

Then  Dr.  O’Connor  wrote  that  he  wished  to 
serve  on  the  committee  to  evaluate  her  results;  Dr. 
Pohl  also  wished  to  serve  on  the  committee,  having 
previously  refused  to  consider  her  work  at  all.  He 
is  now  a most  enthusiastic  advocate  and  has  publicly 
urged  that  this  work  be  made  known  generally  to 
physicians  of  America  as  quickly  as  possible  be- 
cause of  the  tremendous  and  far-reaching  advantages 
the  Kenny  method  has  over  our  previous  methods  of 
treating  infantile  paralysis. 

After  seeing  her  work  Dr.  I.  McQuarrie  stated 
that  if  any  of  his  children  had  polio  he  would  want 
the  Kenny  treatment  used. 

Dr.  Ober  of  Boston,  a skeptic  at  first,  admitted 
that  Sister  Kenny  had  taught  him  something  new. 

Dr.  Lewin  opposed  the  procedure  until  he  ob- 
served her  work  and  has  since  acknowledged  the 
Kenny  treatment  as  one  of  the  most  outstanding 
advances  since  the  time  of  Sir  Robert  Jones  and 
Hugh  Owen  Thomas.  He  reports  that  in  the  early 
stages  of  infantile  paralysis,  the  length  of  time  dur- 
ing which  pain,  tenderness  and  spasm  are  present 
is  greatly  reduced  and  contractures  caused  by  muscle 
shortening  are  prevented  by  the  Kenny  method. 

Dr.  Coulter  now  believes  that  Sister  Kenny  has 
made  a great  contribution  to  the  field  of  physical 

‘Abstracted  from  a recent  issue  of  the  Proceedings  of  the 
Staff  Meetings  of  the  Mayo  Clinic. 


therapy.  Likewise,  Dr.  Hansson  now  admits  that  Sis- 
ter Kenny  has  done  more  for  physical  therapy  than 
anybody  in  the  last  decade. 

Dr.  Stindler,  while  not  accepting  the  procedure 
in  its  entirety,  has  observed  many  symptoms  which 
Nurse  Kenny  describes. 

Kenny  Concept 

What  is  this  remarkable  procedure?  If  we  accept 
the  Kenny  conception  of  the  disease,  we  must  dis- 
miss flaccid  paralysis  from  our  mind.  Early  symptoms 
are  "muscular  spasms,”  "incoordination”  and  "men- 
tal alienation.” 

Treatment 

The  patient  is  placed  in  a basic  position  in  bed 
on  a firm  mattress  with  a foot  board.  "Spasm”  is 
treated  by  hot  fomentations  made  of  old  woolen 
blankets  boiled  and  wrung  dry  in  a wringer — a 
blanket,  then  oiled  silk,  and  then  a layer  of  dry 
blankets.  These  are  renewed  every  two  hours.  Mas- 
sage is  not  employed  at  any  time.  Passive  motion  is 
carried  out  every  day.  Stroking  of  the  insertion  of  the 
muscle  is  done  to  assist  in  establishing  mental  aware- 
ness. If  there  is  no  trace  of  motion,  the  reflexes  are 
stimulated  by  placing  the  muscle  on  the  stretch,  then 
stimulating. 

It  is  concluded  that  muscle  re-education  depends 
on: 

( 1 ) Relief  of  spasm. 

(2)  Teaching  of  muscle  awareness. 

(3)  Combatting  incoordination. 

(4)  Re-training  nerve  pathways 

Comment 

In  her  book,  published  in  1941,  Sister  Kenny 
gave  an  outline  of  symptoms  and  treatment,  much 
of  which  has  been  changed.  Hampered  by  lack  of 
fundamental  training  in  medical  science,  she  was 
unable  to  describe  what  she  was  apparently  able  to 
detect.  One  physician  observed,  "I  can  get  nothing 
out  of  her  writings  and  lectures,  but  when  she  is 
at  the  bedside  she  is  another  Osier.” 

The  Kenny  technique  is  not  universally  accepted, 
partly  because  it  is  difficult  for  the  average  phy- 
sician to  accept  these  new  concepts  of  the  pathologic 
physiology  of  poliomyelitis. 

The  tremendous  enthusiasm  for  the  Kenny  pro- 
cedure, however,  seems  to  a large  degree  warranted. 

A.  L.  Craig,  m.d. 
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WAR  NERVES! 


Regular  daily  intake  of  the  Vitamin  B Complex  is 
essential  to  the  maintenance  of  steady  nerves 

Galen  Vitamin  Concentrates  provide  a logical 
answer  to  this  widespread  wartime  need.  They 
can  be  fully  depended  upon  to  supply  adequate 
amounts  of  all  the  B Complex  factors  which 
maintain  the  integrity  of  nerve  tissues. 

GALEN  "B”*  is  an  entirely  nat- 
ural concentrate  derived  from 
rice  bran.  It  supplies  the  entire 
Vitamin  B Complex  in  essentially 
the  same  proportions  in  which  it 
is  removed  from  our  diet  as  the 
result  of  the  milling  of  cereals. 
Galen"B”  is  thus  ideally  balanced 
as  a supplement  to  the  average 
diet.  Designed  for  regular  every 
day  use,  not  only  as  a medicine, 
but  as  an  essential  food  adjunct. 


B E R K E L 


CLINICO-PATHOLOGIC  COMMENT 
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WHOLE  BLOOD  BANK 

The  only  logical  replacement  for  lost  red  cells 
is  more  red  cells.  These  come  best  from  the  patient’s 
own  bone  marrow.  If  the  need  be  too  great  or  too 
urgent  they  come  best  from  a donor  of  the  same 
blood  group — with  consideration  for  the  sub-groups 
A,  and  A,.  If  the  time  for  that  be  too  short,  the 
known  universal  donor  may  be  used,  without  cross 
matching,  if  this  professional  "O”  donor  be  known 
not  to  have  excessive  quantities  of  A and  B red  cell 
agglutinins.  (Any  O donor  may  be  used  if  the  newly 
isolated  substances  which  neutralize  these  agglutinins 
for  A and  B cells,  are  available,  and  are  added  to 
the  "universal”  blood,  making  it  truly  universal.) 

Theoretically,  the  ideal  method  of  transfusion  is 
the  use  of  whole  unaltered  blood  by  the  direct 
method.  In  that  fashion  other  substances  besides 
plasma  and  cells  are  donated:  platelets,  stable  and 
unstable  antibodies  and,  particularly,  complement. 
In  infections  the  latter  is  not  usually  sufficiently 
considered  and  it  is  destroyed  by  sodium  citrate.  So- 
dium citrate  is  anticomplementary  in  a final  dilution 
of  0.066  per  cent;  the  usual  final  dilution  in  blood 
transfusions  is  0.2  per  cent.  The  direct  method  pre- 
supposes an  apparatus  mechanically  and  chemically 
perfect,  and  an  operator  of  very  considerable  manual 
dexterity.  Since  the  two  rarely  occur  in  conjunction, 
the  direct  transfusion  method  has  fallen  into  disuse 
and  has  been  almost  wholly  replaced  by  the  indirect 
method,  using  sodium  citrate.  (Heparin  and  other 
anticoagulants  have  not  become  popular.) 

Eighteen  or  twenty  years  ago  we  here  in  Hawaii 
performed  transfusions  only  rarely  and  then  as  a last 
resort  on  cases  in  extremis;  that  usually  made  veins 
rather  hard  to  find.  At  2 a.m.  there  was  little  op- 
portunity for  blood  typing  and  cross  matching,  so 
that  professional  universal  donor  "O” — then  called 
Type  IV — used  repeatedly  without  untoward  re- 
sults, became  popular. 

Today  transfusions  are  given  for  almost  anything 
(often  the  indication  seems  trivial)  and  it  appears 
generally  to  be  forgotten  that  the  operation  is  not 
altogether  without  risk.  With  the  advent  of  our 
Plasma  Bank,  which  has  recently  offered  whole, 
typed,  sero-negative  blood,  of  variable  age,  the  num- 


ber of  transfusions  has  increased.  So  long  as  the 
enthusiasm  of  the  donors  continues,  and  publicity 
is  available,  the  number  of  donors  will  be  sufficiently 
large  and  the  turn-over  so  rapid  that  no  whole  blood 
need  be  stored  more  than  two  or  three  days  before 
use,  unless  it  be  the  relatively  rare  A B group.  Even 
the  short  two  or  three  day  storage,  as  now  practiced, 
is  not  ideal,  however. 

If,  as  and  when  the  war  is  over,  and  the  donors 
lose  their  enthusiasm  because  publicity  is  no  longer 
so  generously  available,  there  will  be  a temptation 
to  store  the  drawn  blood  for  longer  and  longer 
periods  of  time — until  hemolysis  becomes  apparent 
along  the  plasma  line  (forgetting  the  invisible  hemo- 
lysis and  changes  that  go  on  near  the  bottom  of  the 
cell  layer).  The  value  and  safety  of  the  use  of 
such  blood  have  been  open  to  very  much  question. 
Wassermann,  Volterra  and  Rosenthal,  in  the  Sep- 
tember 1942  issue  of  the  American  Journal  of  the 
Medical  Sciences,  show  why  such  questions  are  valid. 
Red  cells  destroyed  within  the  body  are  excreted 
as  urobilinogen  in  the  feces  and  urine.  They  show 
that  the  amount  of  urobilinogen  excreted,  after  trans- 
fusion with  stored  blood,  is  directly  proportional 
to  the  duration  of  the  storage.  They  conclude  from 
their  observations  that  the  use  of  blood  stored  for 
more  than  seven  days  is  inadvisable  in  treating 
anemia. 

They  say:  "Although  there  is  a destruction  of 
a small  part  of  the  red  blood  cells  in  storage  and 
the  erythrocyte  fragility  increases  progressively  with 
the  duration  of  storage,  these  changes  do  not  mili- 
tate against  the  use  of  this  type  of  blood  in  general 
medical  conditions.  Previous  work  has  shown  that 
blood  stored  over  ten  days  usually  causes  a transient 
jaundice  due  to  the  initial  destruction  of  the  older 
cells  transfused 

Experiments  in  vitro  have  recently  yielded  us 
results  from  which  one  might  draw  the  same  con- 
clusions. Blood  was  prepared  as  at  the  local  blood 
bank  and  divided  into  separate  containers.  At  in- 
tervals a container  was  opened  and  the  contents 
placed  in  hypotonic  saline  solution  and  the  amount 
of  hemolysis  determined.  For  example,  one  pro- 
tocol: 
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Hemolysis  of  Citrated  Blood 

Percent  of  Hemolysis 

Bleeding.  Storage  at  4 C. 

0.42  Saline 

0.48  Saline 

One  hour 

6.0 

2.8 

Two  days 

18.0 

15.0 

Three  days 

26.0 

21.0 

Four  days 

36.0 

29.0 

Five  days 

41.0 

35.0 

Seven  days 

48.0 

48.0 

The  authors  mentioned  used  three  cases  of  aplas- 
tic anemia  and  studied  red  cells  and  red  cell  volumes, 
hemoglobin,  and  particularly  fecal  and  urinary  uro- 
bilinogen, before  and  after  transfusions  of  bloods 
of  varying  storage  periods.  In  one  case  receiving 
five  day  old  citrated  blood,  there  was  an  immediate 
rise  in  urobilinogen  (representing  dead  red  cells)  ; 
there  was  no  increase  following  transfusion  with 
fresh  blood. 

In  the  second  case  there  was  no  increase  in  the 
urobilinogen  after  fresh  citrated  blood,  a marked 
increase  after  five  day  old  biood,  and  a huge  increase 
after  twelve  day  old  blood.  The  third  case  is  most 
instructive  and  suggests  some  constructive  criticism 
of  our  local  methods.  This  patient  received,  in  suc- 
cession, 300  cc.  each  of  fresh  citrated  blood,  seven 
day  old  citrated,  seventeen  day  old  citrated,  then 
seven  day  old  citrate-glucose  blood  (DeGowin  meth- 
od)"', then  fourteen  day  old  citrate-glucose  blood 
and  finally  300  cc.  plasma  in  contact  with  citrated 
blood  for  twelve  days. 

The  results  might  be  tabulated  as  follows;  how- 
ever, it  is  well  worth  the  time  of  any  one  doing 
transfusions  to  study  the  original  article. 


Urobilinogen  Excretion  Following  Transfusions 


Fecal 

Urobilinogen 

1st  3 days 

2nd  3 days 

Total 

Pre-transfusion  1.5 

Fresh  citrated 

2.0 

90.0 

92.0 

Seven-day  citrated 

185.0 

260.0 

445.0 

Seventeen-day  citrated 

440.0 

125.0 

565.0 

Seven-day  citrate  glucose 

140.0 

85.0 

225.0 

Fourteen-day  citrate- 

155.0 

160.0 

315.0 

glucose 

Twelve-day  plasma 

105.0 

110.0 

215.0 

The  charts  of  the  authors  on  these  tabulations 
demonstrate  that  the  citrated  blood  cells  are  more 
fragile  and  therefore  more  rapidly  destroyed  in  vivo 
than  those  in  citrate-glucose  blood  (DeGowin  tech- 
nique) . 

A simple  in  vitro  experiment  has  recently  yielded 
us  confirmatory  data.  Equal  quantities  of  bood  from 
the  same  donor  were  prepared  for  storage  by  the 

*100  cc.  of  3.2  per  cent  dihydric  sodium  citrate  plus  650  cc. 
of  5.4  per  cent  anhydrous  dextrose  (at  4 C.)  plus  500  cc. 
blood.  Store  at  2 C. 
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simple  citrate  method  as  practiced  here  and  by  the 
DeGowin  citrate-glucose  method,  and  stored  at  4 C. 
for  nine  days.  (Microscopically,  blood  stored  by  the 
citrate  method  then  showed  marked  rouleau  forma- 
tion and  occasional  crenated  cells;  blood  in  the  ci- 
trate-glucose mixture  showed  even  distribution  of 
cells  without  rouleau  formation  and  practically  no 
crenated  cells.) 

At  the  end  of  the  nine  days,  the  supernatant 
fluid  was  pipetted  off,  the  sedimented  cells  washed 
with  15  cc.  saline  solution,  centrifuged  equally,  the 
supernatant  fluid  removed,  and  the  cells  re-suspended 
in  0.5  cc.  of  physiologic  saline  with  equal  mechanical 
trauma;  this  suspension  was  then  mixed  with  serial 
hypotonic  salt  solutions  and  the  percent  of  hemoly- 
sis was  read  in  an  electric  colorimeter.  The  results 
demonstrate  the  greater  fragility  of  the  red  cell  stored 
in  citrate  only. 


Percentage  of  Hemolysis  in  Nine  Day  Old  Blood 


Percent  salt 
concentrations 

0.50* 

0.48 

0.46 

0.44 

0.42 

0.40 

0.38 

Citrate  only 
Citrate  k 

58* 

53 

55 

79 

86 

86 

90 

glucose 

14* 

5 

6 

11 

11 

26 

79 

*This  greater  percentage  of  Hemolysis  in  0.5  per  cent  than 
in  0.48  per  cent  is  not  an  accident;  it  has  appeared  rather 
consistently  in  similar  experiments.  We  are  at  a loss  to 
account  for  it. 

Wassermann  et  al  say  of  the  use  of  blood  pre- 
served by  the  DeGowin’s  glucose-citrate  mixture: 
"A  slight  rise  in  the  pigment  excretion  occurred  but 
was  not  comparable  to  the  rise  following  the  seven 
day  old  blood  stored  with  just  sodium  citrate  as 
the  preservative.  Blood  stored  for  fourteen  days  with 
the  same  glucose  citrate  mixture  produced  a rise 
in  pigment  excretion  which  was  maintained  at  three 
times  the  original  level  for  two  weeks.  A sharp, 
distinct  rise  that  occurred  following  the  use  of  only 
sodium  citrate  as  the  preserving  fluid  was  not  mani- 
fested in  this  case.”  In  other  words,  it  took  that 
case  of  aplastic  anemia,  which  is  destructive  of  red 
cells,  particularly  foreign  ones,  two  weeks  to  destroy 
the  fourteen  day  DeGowin  blood,  while  the  citrated 
blood  was  destroyed  in  a much  shorter  time. 

In  aplastic  anemia  one  would  expect  accelerated 
destruction  of  transfused  cells,  the  more  fragile  ones 
immediately,  the  more  resistant  ones  later.  From  the 
data  of  Wassermann  et  al.  it  becomes  obvious  that 
citrated  blood  is  destroyed  much  more  rapidly  than 
is  the  citrate-glucose  blood.  While  safe  (by  present 
criteria)  time  of  storage  may  be  gained  by  the  De- 
Gowin method,  quality  also  is  gained,  if  the  storage 
times  be  equally  short.  It  is  not  enough  to  know  only 
that  stored  blood  will  be  "safe”  to  give  a patient; 
one  must  also  know  that  it  will  do  him  some  good. 

E.  A.  Fennel,  m.d. 
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Acute  attacks  of  malaria  are 
checked  rapidly  — within  a day  or 

two Parasites  in  the  blood  stream 

disappear  quickly  — in  a week  or 
less.  . . . The  dose  is  small  — in 
the  average  adult  case  only  IV2 
grains  three  times  daily  for  five  days. 
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ETHICS  IN  PHARMACY: 

We  DO  NOT  sell  cough  syrups,  headache  pills,  pain- 
killers, etc.  . . . 

We  DO  NOT  recommend  or  suggest  medication  of 
any  kind  . . . 

We  DO  NOT  comment,  to  the  patient,  about  your 
prescription  . . . 

We  DO  NOT  counter-prescribe 

cMowevesi, 

We  DO  FILL  PRESCRIPTIONS  . . yes,  we  will  con- 
tinue to  give  you  fresh,  potent  drugs;  compounded  by 
highly  trained,  territorial  registered  pharmacists. 
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EMERGENCY  MEDICAL  SERVICES 

(formerly  medical  preparedness) 


MEDICAL  PREPAREDNESS 
ON  THE  MAINLAND 

Blood  Banks 

Of  the  eighteen  major  blood  bank  centers  on  the 
mainland,  I visited  nine,  and  can  say  that  we  com- 
pare well  with  them.  There  were,  of  course,  the 
usual  controversies  on  minor  points  and  each  blood 
bank  director  has  definite  ideas  as  to  proper  pro- 
cedure. 

All  of  the  units,  or  so-called  blood  banks,  ob- 
served, are  in  fact  far  from  being  blood  banks  ac- 
cording to  our  conception  of  the  term.  With  the 
exception  of  the  Irwin  Memorial  Bank  in  San  Fran- 
cisco, which  is  functioning  with  the  approval  of 
the  San  Francisco  Medical  Society,  and  one  other, 
most  of  these  units  are  nothing  more  than  procure- 
ment centers  functioning  under  the  Red  Cross,  their 
product  being  turned  over  to  the  processing  labora- 
tories of  the  large  biological  houses  for  conversion 
into  powdered  plasma.  All  the  technical  work,  the 
sterilizing  and  washing  of  equipment,  is  done  by  the 
biological  houses,  who  also  furnish  the  units  com- 
plete with  the  citrate  in  the  bottle,  so  that  the  pro- 
curement centers  are  concerned  only  with  getting 
donors  and  bleeding  them.  Most  of  these  centers  do 
not  even  type  the  blood.  They  do  serologic  tests  on 
all  bloods,  however,  usually  the  Kline  exclusion  test. 
Blood  taken  and  discarded  by  these  banks  averages 
from  8 to  13  per  cent:  1 to  3 per  cent  for  positive 
serology,  3 per  cent  from  contamination,  and  2 to  9 
per  cent  for  miscellaneous  reasons. 

Some  of  the  units  are  using  phenyl  mercuric  ni- 
trate as  an  antiseptic,  others  use  merthiolate  solution, 
and  still  others  use  sodium  sulfathiazole. 

Follow-up  studies  of  approximately  300,000  don- 
ors indicate  no  instance  of  harmful  anemia  resulting 
from  donation  of  blood. 

The  Red  Cross  is  attempting  to  produce  400,000 
units  by  July  1,  1943.  It  has  been  established  that 
for  every  1,000  doses  of  the  finished  product  1,2  5 0 
donors  are  required.  The  mainland  procurement  cen- 
ters have  had  the  same  difficulty  as  we  in  getting 
volunteers  and  their  largest  single  worry  likewise 
has  been  their  publicity  campaign. 

Our  program  here  in  Hawaii  differs  from  those 


on  the  mainland  in  that  we  are  encouraging  the  use 
of  blood  and  plasma  for  peace-time  purposes.  It  seems 
to  me  that  the  community  which  has  been  so  gen- 
erous to  the  blood  bank  should  be  allowed  to  benefit 
from  it,  and  we  have  urged  the  doctors  to  make 
as  much  use  as  possible  of  the  blood  and  plasma 
collected. 

Up  to  December  7,  1942,  excluding  the  1600  units 
used  during  the  Blitz,  we  loaned  412  units  of  whole 
blood  and  204  units  of  plasma.  At  present  we  have 
approximately  8,205  doses  of  plasma,  all  bacterio- 
logically  and  serologically  negative  and  ready  for 
immediate  use.  We  have  typed  47,982  people  in 
Honolulu  alone,  and  our  average  rejection  rate  for 
all  reasons  is  5 per  cent.  Positive  serology  runs  each 
month  between  1 and  3 per  cent.  To  date  we  have 
had  approximately  1 5,980  donors. 

It  is  well  within  the  realm  of  possibility  that 
the  Honolulu  Blood  and  Plasma  Bank,  and  other 
banks  in  the  Territory,  may  become  permanent 
peace-time  activities.  The  record  shows  an  increasing 
demand  for  whole  blood  and  plasma  for  current 
daily  use  in  the  various  hospitals.  Thus  we  have, 
under  wartime  conditions,  developed  a program  and 
created  a demand  for  services  which  are  also  a peace- 
time necessity.  Plans  for  a long  range  program  to 
assure  continuation  of  the  blood  bank  operation  are 
under  consideration  and  will  be  presented  to  the 
profession  in  due  time  for  discussion. 

Medical  Procurement 

What  is  meant  by  medical  procurement  can  be 
found  in  the  literature,  but  many  men  do  not  study 
such  matters  very  thoroughly.  Briefly,  the  business 
of  medical  procurement  is  aimed  at  distributing 
medical  services  to  the  armed  forces  on  the  basis 
of  six  and  one  half  physicians  to  every  thousand 
enlisted  personnel.  Considering  that  the  plan  for 
the  coming  year  calls  for  7,500,000  new  men  in  the 
service,  it  is  easy  to  understand  that  the  civilian 
population  throughout  the  United  States  and  its 
possessions  will  suffer  from  a shortage  of  physicians. 
A great  number  of  the  most  active  age-group  of 
physicians  is  being  taken  into  the  service.  If , one 
considers  that  less  than  half  of  the  total  180,000 
physicians  in  the  United  States  are  under  45  years 


171 


1.  That  the  food  value  of  Bread  must  and  will  be  maintained.  By  Bread 
we  mean  breadstuffs — bread,  cake,  pie,  baked  foods  of  all  kinds. 

2.  That  in  universal  compliance  with  the  request  of  the  U.  S.  Office  of 
Defense  Health  and  Welfare  Services  and  the  National  Research 
Council,  all  Love’s  Bread  shall  be  “enriched”  with  vitamins  and  iron. 

3.  That  the  responsibility  of  Bread  as  the  foundation  of  the  diet  is  fully 
recognized  and  that  Love’s  Bread  for  the  people  and  for  the  armed 
forces  in  Hawaii  shall  continue  to  preserve  and  enhance  its  goodness 
and  nutritive  values. 

4.  That  despite  shortages  of  manpower,  problems  of  supplies  and  other 
war  time  difficulties,  no  shortage,  handicap  or  obstacle  shall  distract 
from  the  fundamental  resolve  to  keep  the  Home  Front  adequately 
supplied  with  Bread.  Because  of  Love’s  increased  volume,  prewar 
Bread  prices  still  prevail  and  will  be  maintained  as  long  as  possible. 


Biscuit  & brsad  ca,sxn 

Master  liakers- 
in  Hawaii  since 


Bi.oon  Banks 


of  age,  one  can  readily  appreciate  the  number  and 
capacity  of  those  remaining  in  civilian  practice. 

Medical  Preparedness,  Gratis 

Medical  men  must  speak  of  medical  activities, 
because  the  non-medical  writer  rarely  mentions  the 
medical  man  or  his  part  in  this  great  program.  It 
has  been  estimated  that  2 5,000  physicians  have  given 
a minimum  of  $2  5,000,000  in  free  time  as  physicians 
on  the  draft  boards.  It  is  true  that  not  only  phy- 
sicians have  given  free  services;  key  men  in  industry 
have  devoted  much  more  of  their  time  proportion- 
ately without  thought  of  remuneration;  but  one 
must  consider  that  all  a physician  has  to  sell  is  his 
personal  service,  and  his  practice  cannot  carry  on 
for  him  while  he  performs  the  numerous  duties  thrust 
upon  him  from  the  outside.  The  work  done  by  the 
local  medical  profession,  not  only  since  the  Blitz 
of  December  7,  but  for  a year  before  that  time, 
has  not  been  equalled  in  any  place  in  the  United 
States.  While  medical  preparedness  in  coast-wise 
cities  has  been  very  active  since  the  declaration  of 
war,  very  few  communities  had  any  definite  pro- 
gram before  that  time.  We  can  point  out  with  pride 
that  our  medical  preparedness  program  was  a com- 
pleted thing,  all  ready  to  go  when  war  came.  I 
stressed  this  point  wherever  possible  and  I am  de- 
termined that  no  one  shall  forget  that  we  medical 
men  of  Honolulu  were  "in  there  pitching”  long  be- 
fore those  of  any  other  community. 

Aid  Stations 

Our  first  aid  stations  are  well  manned,  well 
directed  and  efficient.  The  money  spent  maintaining 
these  19  stations  must  be  regarded  as  a form  of  in- 
surance, but  more  than  that,  this  must  be  regarded 
as  a worth  while  community  benefit,  considering 
the  hundreds  of  hours  spent  by  doctors  teaching 
thousands  of  people  the  rudiments  of  first  aid,  knowl- 
edge which  will  be  an  asset  throughout  each  in- 
dividual’s life.  Here  again  the  medical  profession  gave 
generously.  However,  a year  has  passed  and  we  have 
had  the  benefit  of  trial  and  error,  and  it  might  be 
well  to  review  the  program  and  evaluate  the  services 
and  the  cost  both  in  man-hours  and  money.  We 


should  be  concerned  with  conserving  precious  time 
for  the  busy  practitioner  and  at  the  same  time  be 
willing  to  compensate  him  for  the  actual  work  done. 
If  one  first  aid  director  is  being  paid  more  than  he 
is  giving  in  time,  some  curtailment  of  compensation 
should  be  made.  On  the  other  hand,  those  directors 
who  are  giving  more  than  the  usual  time  and  interest 
should  be  reimbursed  proportionately. 

F.  J.  Pinkerton,  m.d. 

Territorial  Director 
Blood  and  Plasma  Banks 

ISLAND  OF  HAWAII 

Dr.  A.  Orenstein,  Director  of  Civilian  Medical 
Affairs  for  this  Island,  reports  little  change  in  med- 
ical preparedness  plans.  Progress  is  being  made  in 
the  training  of  personnel  and  in  the  equipment  of 
aid  stations  and  hospitals.  There  is  real  progress  in 
the  blood  and  plasma  bank  program  with  the  de- 
velopment of  a small,  well-trained,  full-time  staff 
and  with  a better  response  on  the  part  of  the  public. 

The  Office  of  Civilian  Defense  has  constructed 
an  excellent  hospital  at  Olaa  which  is  now  ready 
for  occupancy  except  for  a few  items  of  equip- 
ment. This  hospital,  without  crowding,  has  105  beds, 
which,  together  with  about  60  additional  beds  and 
bassinets  in  the  Olaa  Sugar  Company’s  hospital,  gives 
this  unit  a capacity  of  165.  This  hospital  will  be 
used  by  the  O.C.D.  as  it  is  needed,  probably  serving 
as  an  evacuation  hospital  for  the  Hilo  District  and 
for  all  casualties  in  the  Puna  District.  The  hospital 
unit  is  quite  complete  with  a separate  "blitz  unit” 
composed  of  segregation  room,  wash  room,  shock 
rooms,  minor  and  major  surgical  rooms,  x-ray  and 
laboratory.  The  main  hospital  has  a separate  ob- 
stetrical unit,  kitchen,  laundry,  isolation  unit  and 
cottages  for  the  staff.  The  entire  plan  was  carefully 
worked  out  over  a period  of  many  months,  the 
prime  objective  being  to  efficiently  take  care  of 
a sudden  load  of  casualties. 

Dr.  Harry  Arnold,  Sr.,  Territorial  Director  of 
Emergency  Medical  and  Ambulance  Service,  made  a 
trip  to  this  Island  in  December  and  inspected  the 
work  done,  offering  much  valuable  advice. 

H.  M.  Patterson,  m.d.,  reporting. 
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"DR.  JIM"  has  a much  more  dignified 
name,  of  course  . . . but  to  Georgie  and  Betty  he's 
just  "Dr.  Jim"  . . . the  wonderful  man  who  makes 
them  well  and  keeps  them  well. 

He  has  watched  over  them  ever  since  the  day  they 
were  born,  and  now  with  danger  lurking  in  the 
skies  — as  well  as  in  microbes  and  such  — the  Doc- 
tor becomes  more  important  than  ever. 

There  are  hundreds  of  "Dr.  Jims"  in  Hawaii  who 


have  been  putting  in  some  mighty  long  hours, 
laboring  under  severe  strain  since  December  7th. 
. . . They  probably  won't  get  any  medals  or  have 
any  cigars  named  after  them  but  we  believe  the 
entire  community  is  conscious  of  the  noble  service 
they  are  performing. 

American  Factors,  Limited 

DRUG  DEPARTMENT 


Representatives  in  Hawaii  for 


Abbott  Laboratories  * Beaver  Knives  * Davol  Rubber  Co.  * 
Industrial  & Scientific  Instrument  Co.  * John  Wyeth  & Brother  * 
Lederle  Laboratories  * Magnus,  Maybee  & Reynard 

Petrogalar  Laboratories  * S.M.A.  Corporation  * Sobering  Corporation 


Gebauer  Chemical  Co. 
Johnson  and  Johnson 
Perfektum  Syringes 
* The  DeVilbiss  Co. 


U.S.  Stamping  Co.  * Vita  Hypo  Needles  * Winthrop  Chemical  Co. 


COUNTY  SOCIETY  REPORTS 


HAWAII  COUNTY  MEDICAL  SOCIETY 

The  meetings  of  the  Hawaii  County  Medical 
Society  for  the  past  several  months  have  been  marked 
by  the  interest  taken  by  the  medical  officers  from 
the  Army.  There  never  was  better  feeling  here  be- 
tween the  civilian  and  military  personnel,  which 
should  insure  fullest  cooperation  whenever  called 
upon. 

Our  Society  now  seems  generally  in  accord  with 
the  library  policy  of  the  Territorial  Medical  Asso- 
ciation. We  have  just  received  the  1940  and  1941 
volumes  of  the  Index  Medicus.  A library  committee 
has  been  appointed  to  study  the  needs  and  to  present 
a plan  whereby  we  can  establish  the  nucleus  of  a 
small  library  on  Hawaii.  This  committee  is  a perpet- 
uating one,  composed  of  three  members,  serving 
three  years,  two  years  and  one  year  respectively,  with 
one  new  member  appointed  each  year  to  serve  for 
three  years.  With  the  Index  Medicus  at  hand,  the 
services  offered  by  the  Honolulu  County  Library, 
and  the  purchase  and  donation  of  journals  and  books, 
a good  library  should  result. 

Since  the  last  report,  several  interesting  papers 
have  been  read.  The  presence  and  active  participa- 
tion of  the  military  medical  personnel  added  much 
to  the  interest  of  these  sessions. 

A symposium  on  "The  Place  of  Bronchoscopy 
in  Pulmonary  Tuberculosis”  was  presented  in  July 
by  Drs.  E.  A.  Tompkins,  H.  E.  Crawford,  and  M.  L. 
Chang;  the  indications  and  technique  of  treatment 
of  tuberculous  tracheobronchitis  were  emphasized 
and  case  studies  with  x-rays  were  presented. 

In  September  Dr.  T.  Yoshina  gave  a comprehen- 
sive paper  on  "The  Care  of  the  Premature  Infant,” 
stressing  certain  procedures  in  therapeutic  manage- 
ment, especially  the  avoidance  of  initial  chill,  pre- 
vention and  early  adequate  treatment  of  respiratory 
distress,  proper  individualized  feeding  prevention 
of  infections  and  nutritional  deficiencies. 

The  semi-annual  meeting  was  held  in  October  at 
the  Mountain  View  Hospital,  the  Society  beins* 
dinner  guests  of  the  military  medical  personnel  of 
that  hospital.  Several  interesting  papers  were  given 
by  the  hosts;  illustrative  case  studies  were  presented. 
An  entertaining  evening  of  games  followed. 


The  209th  regular  meeting  of  the  Hawaii  County 
Medical  Society  was  called  to  order  on  November  24, 
1942,  at  4:00  p.m.  in  the  staff  room  of  the  Hilo 
Memorial  Hospital  by  President  Patterson.  Ten 
members  and  12  guests  were  present. 

Dr.  M.  H.  Chang  read  a paper  on  "Dermatophy- 
tosis,”  stressing  its  importance  in  civil  and  military 
life,  its  diagnosis  and  various  local  treatments.  Capt. 
Glassman,  M.C.,  A.U.S.,  discussed  the  prophylaxis 
and  therapeutic  management.  Dr.  W.  N.  Bergin  gave 
a paper  on  "Cotton  as  a Suture  Material,”  describing 
the  technique  of  its  use  in  surgery,  the  results  and 
advantages  of  cotton  over  other  suture  materials. 
This  was  further  emphasized  in  the  discussion  by 
Major  John  A.  Williams,  M.C.,  A.U.S.,  who  cited 
experiments  performed  by  himself. 

The  secretary’s  report  was  read  and  approved. 
The  president  read  a letter  and  format  of  an  agree- 
ment with  the  Hawaii  Vocational  School  whereby 
the  members  of  the  Society  agreed  to  conduct  phy- 
sical examinations  and  render  first-aid  treatment  as 
previously  decided  upon.  The  question  of  physical 
examinations  and  tuberculin  testing  of  intermediate 
and  high  school  students  (including  the  Olaa  An- 
nex) was  discussed.  It  was  voted  that  the  Society 
follow  the  precedent  set  in  previous  years  whereby 
the  physician  was  selected  in  rotation  from  a list 
already  supplied  to  the  agencies. 

A letter  was  read  from  the  Secretary  of  the 
Territorial  Association  regarding  various  matters  per- 
taining to  the  library.  It  was  stated  that  the  Society 
would  be  provided  with  the  Cumulative  Index  Me- 
dicus for  1940,  1941,  and  1942.  Some  discussion  fol- 
lowed regarding  the  necessity  for  a better  organiza- 
tion of  a library  for  the  county  society  in  conjunc- 
tion with  the  staff  library;  action  was  deferred. 

Dr.  W.  F.  Leslie,  Superintendent  and  Medical 
Director  of  Puumaile  Home,  brought  up  for  dis- 
cussion the  appointment  of  a consulting  staff  for 
that  institution,  this  staff  to  include  thoracic  sur- 
gery, general  surgery,  urology,  pediatrics,  medicine, 
ophthalmology  and  otolaryngology,  and  obstetrics 
and  gynecology.  He  stated  that  members  of  the  con- 
sulting staff  would  be  remunerated  at  the  rate  of 
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$10.00  per  visit  and  appointment  would  be  annual. 
It  was  suggested  that  the  scheme  was  a commendable 
one  and  that  the  appointment  of  such  a staff  be 
left  in  the  hands  of  the  medical  staff  of  Puumaile 
Home. 

The  210th  regular  meeting  of  the  Hawaii  County 
Medical  Society  was  called  to  order  on  December  22, 
1942,  at  4:00  p.m.  in  the  staff  room  of  the  Hilo 
Memorial  Hospital  by  President  Patterson.  Sixteen 
members  and  six  guests  were  present. 

The  secretary’s  report  was  read  and  approved. 

Capt.  Marcus  Flinter  of  the  Board  of  Health 
showed  colored  sound  movies  on  syphilis,  dealing 
with  the  diagnosis  of  early,  late  and  latent  syphilis 
and  its  therapeutic  management.  Capt.  Flinter  dis- 
cussed measures  used  to  control  prostitution;  sero- 
logical tests  in  the  diagnosis  of  syphilis  and  the  fa- 
cilities available  at  the  local  Board  of  Health;  dis- 
semination of  information  to  the  lay  public,  and 
drugs  available  for  the  use  of  the  private  practitioner. 

Transfer  cards  on  Drs.  W.  F.  Leslie  and  R.  P. 
Wipperman  were  turned  over  to  the  Board  of  Censors. 

The  President  announced  receipt  of  a letter  from 
the  editor  of  the  Hawaii  Medical  Journal  stating 
that  there  will  be  no  future  “county  issues”  and 
requesting  papers  for  the  coming  January  issue. 

The  President  announced  the  arrival  of  1940  and 
1941  copies  of  the  Index  Medicus.  After  considerable 
discussion  regarding  the  advisability  of  improving 
the  library  facilities  of  the  society,  it  wos  voted  that 
a committee  be  appointed  to  investigate  the  library 
situation  and  to  make  recommendations  regarding 
the  improvement  of  facilities.  It  was  voted  that  this 
committee  be  a standing  committee  composed  of 
three  members  to  serve  1,  2 and  3 years,  respectively, 
and  that  a new"  member  be  appointed  annually. 

The  time  for  future  meetings  w'as  again  brought 
up.  It  w’as  agreed  that  this  be  left  to  the  officers, 
w"ho  should  give  some  consideration  to  the  time  of 
the  full  moon. 

M.  Leon  Chang,  m.d.,  Secretary. 


HONOLULU  COUNTY  MEDICAL  SOCIETY 

A summary  of  the  activities  of  the  Board  of 
Governors  and  the  membership  meetings  from  Oc- 
tober through  January  8 follows: 


The  Board  of  Health  announced  that  there  are 
available  to  physicians,  on  loan  without  charge,  12 
lumbar  puncture  sets. 

Dr.  Enright  reported  a mild  epidemic  of  mumps 
and  an  increased  incidence  of  enteritis  and  diarrhea. 

Dr.  Lyle  G.  Phillips  was  appointed  to  take  the 
place  of  Dr.  Gaspar  on  the  Standing  Medical  Com- 
mittee of  The  Queen’s  Hospital,  Dr.  Gaspar  having 
resigned  because  he  could  not  attend  meetings  reg- 
ularly. 

The  Board  of  Governors,  upon  recommendation 
from  the  Committee  on  Forms  of  Medical  Practice, 
is  attempting  to  interest  the  Firemen  to  adopt  the 
H.M.S.A.  plan. 

Work  preliminary  to  a revision  of  the  Industrial 
Accident  Fee  Schedule  has  been  done  on  the  x-ray, 
laboratory,  and  eye,  ear,  nose  and  throat  sections. 

The  Society  was  notified  by  the  O.C.D.  that 
the  Military  Governor  had  approved  of  physicians 
having  brighter  automobile  headlights  for  night  driv- 
ing; ^4”  x 2”  slits,  the  same  size  as  on  police  cars, 
may  be  used. 

In  cooperation  with  the  Health  Education  Com- 
mittee of  the  Society  and  the  Board  of  Health,  the 
Department  of  Public  Instruction  is  planning  an 
x-ray  survey  of  all  school  personnel. 

The  Library  has  just  acquired  the  residue  of 
the  U.S.P.H.S.  medical  library  of  the  Kalihi  Hos- 
pital, which  includes  many  years  of  bound  medical 
journals,  such  as  The  Lancet  and  J.A.M.A.  back  to 
1900,  and  many  others. 

For  some  time  the  Board  of  Governors  has  been 
studying  the  matter  of  group  insurance  and  has 
circulated  to  the  membership  a proposal  of  the  U.  S. 
Life  Insurance  Company  covering  accident,  sick- 
ness and  life  benefits.  Final  action  depends  on  the 
members’  response  since  the  plan  is  contingent  upon 
75  per  cent  of  the  membership  participating. 

The  Society  was  informed  about  the  w'ork  of 
the  Hawaii  Nutrition  Committee  and  the  establish- 
ment of  a diet  consultation  service  at  the  Board 
of  Health,  and  endorsed  the  program  of  the  Nutri- 
tion Committee  to  help  it  get  favorable  action  on 
a request  for  funds  from  the  Chamber  of  Com- 
merce. Discussion  of  the  dietary  health  of  war 
workers  and  suggestions  for  improvement  of  other 
factors  detrimental  to  the  health  of  this  group  led 
the  Board  of  Governors  to  appoint  a committee  com- 
posed of  Drs.  Withington  (chairman),  Doolittle, 
Lee  and  Walker  to  collect  material  and  draft  recom- 
mendations for  submission  to  the  military  authori- 
ties. 
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Bulletin  from  the  Preparedness  Committee 
to  the  Honolulu  County  Medical  Society 

The  attention  of  the  Medical  Society  is 
earnestly  invited  to  the  following  facts: 

The  Preparedness  Committee  of  the  Ho- 
nolulu County  Medical  Society  lias  since  the 
organization  of  the  O.  C.  D.  been  the  ad- 
visory board  which  has  guided  the  policies 
of  the  medical  section  of  the  O.  C.  D.  It  has 
met  at  the  call  of  the  chairman  whenever 
questions  of  policy  have  arisen  which  seemed 
fundamental  and  also  meets  at  any  time  at 
the  request  of  any  member  of  the  Committee 
or  the  Board  of  Governors  of  the  Honolulu 
County  Medical  Society. 

One  of  the  freedoms  for  which  we  are 
fighting  in  this  war  is  freedom  of  speech. 

No  one  questions  the  right  of  any  citizen  to 
adversely  criticize  the  conduct  of  any  public 
official.  As  medical  men,  however,  we  have 
set  up  an  organization  to  guide  the  medical 
aspects  of  the  civilian  defense  program  and 
it  is  highly  prejudicial  to  the  success  of  this 
program  to  have  doctors,  even  members  of 
the  committee  itself,  seriously  criticize  the 
policies  and  operations  of  the  medical  or- 
ganizations and  even  the  personal  affairs 
of  members  of  the  medical  OCD  set-up  with- 
out having  brought  these  criticisms  first  to 
the  attention  of  the  Preparedness  Commit- 
tee and  ask  for  their  rectification.  Any  phy- 
sician who  has  a criticism  to  offer  is  invited 
to  present  it  to  the  Board  of  Governors  of 
the  County  Society  who  will  forward  it  to 
the  Preparedness  Committee  with  recommen- 
dations or  to  any  member  of  the  Prepared- 
ness Committee  who  will  ask  for  a meeting 
of  the  committee  to  deal  with  the  question 
presented.  Owing  to  the  fact  that  the  Pre- 
paredness Committee  no  longer  controls  the 
operations  of  the  medical  civilian  defense 
organization,  but  is  merely  advisory  there 
can  be  no  guarantee  that  its  advice  will  be 
followed,  but  up  to  now  it  has  been  and  it 
is  probable  that  it  will  continue  to  be. 

This  is  a plea  then  for  unity  as  a Medi- 
cal Society  and  for  seeking  rectification  of 
practices  which  are  objected  to,  by  the  medi- 
cal men  concerned,  rather  then  by  broad- 
casting them  to  the  general  public. 

H.  L.  Arnold,  M.  D.,  Chairman 

Preparedness  Committee 

Honolulu  County  Medical  Society. 

— 1 


The  Board  adopted  a resolution  in  tribute  to 
Marguerite  Peters  for  her  untiring  and  brilliant 
work,  both  managerial  and  professional,  expressing 
its  regret  that  it  became  necessary  for  her  to  resign 
as  Superintendent  of  Kapiolani  Hospital,  and  stat- 


ing that  her  work  has  not  only  enabled  Kapiolani 
to  rise  from  mediocrity  to  excellence,  but  has  in- 
fluenced the  standards  of  all  hospitals  in  the  com- 
munity in  the  practice  of  obstetrics  and  gyneco- 
logy in  particular. 

The  Board  went  on  record  as  endorsing  the  pro- 
posed plan  for  the  expansion  of  obstetrical  facilities 
at  Queen’s  Hospital  by  100  additional  beds  and  at 
St.  Francis  Hospital  by  3 5 beds. 


Honolulu  County  Medical  Society, 

510  S.  Beretania  St., 

Honolulu. 

Re:  Hawaiian  Constructors 
Gentlemen : 

All  of  the  work  heretofore  being  per- 
formed by  the  Hawaiian  Constructors  has 
been  taken  over  by  the  Corps  of  Engineers, 
U.S.A.,  as  of  February  1,  1943,  therefore  the 
Hartford  Accident  & Indemnity  Company 
will  not  be  responsible  for  bills  contracted 
on  account  of  injuries  sustained  by  employ- 
ees in  any  of  the  work  heretofore  being  per- 
formed by  Hawaiian  Constructors,  after  this 
date. 

We  suggest  that  it  may  be  advisable 
for  you  to  circularize  your  members  because 
we  have  found  in  the  past  that  certain  in- 
jured employees  of  the  Engineers  have  re- 
quested medical  attention  from  private  phy- 
sicians; as  you  are  aware  the  Engineers  as 
a rule  will  not  pay  any  medical  fees  for 
such  accidents  because  if  an  employee  is 
injured  during  the  course  of  his  employment 
the  Corps  of  Engineers  requires  him  to  ob- 
tain medical  attention  from  U.  S.  Army  doc- 
tors. 

Of  course  the  Hartford  Accident  & 
Indemnity  Co.  will  still  recognize  bills  in 
connection  with  accidents  sustained  prior 
to  February  1 by  employees  of  Hawaiian 
Constructors. 

It  might  be  advisable  for  you  to  notify 
all  doctors  that  should  an  alleged  employee 
of  Hawaiian  Constructors  request  medical 
attention  for  an  injury  occuring  on  or  after 
February  1,  1943,  they  should  immediately 
get  in  touch  with  Mr.  L.  J.  Krill  of  this  of- 
fice, as  there  will  be  only  a very  few  em- 
ployees continued  hereafter  and  these  will 
be  exclusively  engaged  in  office  work. 

Yours  very  truly 
AMERICAN  FACTORS,  Limited 
Jas.  M.  Macconel,  Manager 
Insurance  Department. 
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KODAK  HAWAII,  Limited 


NOTES  AND  NEWS 


To  the  Editor: 

Being  one  of  the  few  civilian  pathologists  in 
Honolulu  to  whom  Dr.  Fennel  referred  in  a recent 
article,  I feel  impelled  to  add  my  voice  to  his  in 
stressing  the  need  for  additional  pathologists  in  the 
Territory. 

From  there  on,  however,  we  speak  a slightly 
different  language.  Dr.  Fennel  feels  that  The  Queen’s 
Hospital  has  by  virtue  of  its  “blind  policy”  kept  any 
enterprising  young  pathologist  from  coming  out  here. 
Actually  I do  not  quite  believe  that  is  so.  If  this 
prospective  man  had  come  here  to  see  the  lay  of  the 
land,  here  is  what  he  would  have  found  in  regard 
to  private  laboratory  practice. 

The  Queen’s  Hospital’s  income  from  out-patient 
work  during  1942  has  varied  from  $400.00  to  $800.00 
per  month.  Of  this  income  $200.00  to  $500.00  has  been 
from  Friedman  tests.  He  obviously  could  not  begin 
to  do  all  these  Friedman  tests  in,  let’s  say,  the  Young 
Hotel  Building.  Dr.  Fennel  may  point  out  in  reply 
that  our  fees  are  unusually  low.  Well,  suppose  we 
doubled  our  fees.  His  income  would  still  not  be  parti- 
cularly appealing.  I do  not  know  how  much  outside 
work  the  other  hospitals  and  The  Clinic  do,  but  I 
doubt  very  much  whether  these  incomes  would  add 
sufficiently  to  make  a private  laboratory  practice 
attractive. 

This  doctor  would  also  have  found  that  a fairly 
large  number  of  doctors  have  office  personnel  to  do 
blood  counts,  urines,  stools  and  other  easily  perform- 
ed tests.  Some  even  do  serologies. 

All  in  all,  it  seems  to  me  that  prospects  for  a 
commercial  laboratory  are  not  very  bright  from  the 
pathologist’s  point  of  view. 

Now  let  us  look  for  a moment  at  the  question 
from  the  point  of  view  of  the  patient  and  his  doctor. 
Under  the  conditions  described  above,  in  order  for 
a pathologist  to  have  a reasonable  income,  his  fees 
would  have  to  be  quite  high.  The  doctor  and  the 
patient  would  have  to  think  three  or  four  times 
(normally  he  should  think  twice)  before  ordering  a 
given  procedure.  The  consideration  of  cost  should 
be  reduced  to  a minimum.  If  a laboratory  test  can 
possibly  help  to  make  a diagnosis  it  should  be  order- 
ed, and  I cannot  see  a patient  paying  $5.00  for  a 
Wassermann  just  to  rule  out  syphilis. 

Dr.  Fennel  noted  in  his  article,  Fee  Schedule, 
that  the  number  of  laboratory  tests  performed  has 
Increased  tremendously.  To  be  able  to  do  all  these 
tests  would  require  equipment  and  materials  which 
would  be  rarely  used.  To  invest  in  these  would  be 
poor  business,  yet  the  pathologist  should  be  able  to 
provide  all  these  services. 

The  solution  to  me  is  a fairly  simple  one.  There 
is  no  reason  why  two  hospitals  could  not  hire  and 
share  a pathologist  together.  That  would  bring  in  at 
least  two  new  pathologists.  The  City  and  County 
could  undoubtedly  use  a full-time  medical  examiner 
who  could  spend  part  of  his  time  at  The  Territorial 


NEW  MEMBERS 

Clarence  Y.  Sugihara,  Marquette,  1941 

Clarence  Fong  Chang,  Rush,  1940 

Michael  Gurdin,  Lt.,  M.  C.,  USNR,  Tulane,  1933 

(Service) 

Frederick  Benjamin  Warshauer,  Colorado,  1940 

Colin  Craig  McCorriston,  Harvard,  1939 

Francis  Dean  Nance,  Rochester,  1931 

Eli  Morton  Lippman,  Lt.,  M.  C.,  USA,  Long  Island, 

1940  (service) 

Rorert  G.  Benson,  transfer  from  Maui 
C.  J.  Kusunoki,  transfer  from  Maui. 

Peter  Henry  Buck,  Otago,  1904 
George  Francis  Straub,  Heidelberg,  1903 

PERSONALS 

Dr.  Osmers  is  welcomed  back  to  Maui  following 
his  recent  kidney  operation  in  town.  This  is  his  sec- 
ond such  experience  within  the  past  six  months  and 
it  is  hoped  recovery  will  be  complete  this  time. 

The  U.  S.  Naval  Medical  Bulletin,  January  1943, 
carries  a symposium  on  Immersion  Blast  to  which 
two  of  our  local  doctors,  Joe  Palma  and  Archie 
Ecklund,  made  contributions. 

Dr.  A.  T.  Roll  of  Hilo  gave  up  his  practice  and 
left  for  the  mainland. 

Dr.  W.  D.  Baleour  of  Pahala  was  transferred  to 
the  Maui  Society,  as  was  Du.  E.  A.  Tompkins  of  Pu- 
umaile  Home. 

Dr.  IV.  F.  Leslie  of  Leahi  Home  replaced  Dr. 
Tompkins  as  Superintendent  and  Medical  Director 
of  Puumaile  Home. 

Dr.  R.  Ecki.und  suceeded  Dr.  Baleour  at  Pahala: 
he  was  in  turn  replaced  by  Dr.  L.  R.  Fernandez. 

Dr.  R.  P AVipperman,  from  Honolulu,  is  now  at 
Naalehu,  Hawaii. 

The  Hawaii  Island  Blood  Plasma  Bank  has  been 
reorganized  under  the  Emergency  Medical  Service 
of  the  OCD,  Dr.  C.  B.  Brown  directing  its  activities. 

Dr.  M.  L.  Chang  was  elected  Secretary  of  the 
Hawaii  Society  to  fill  the  vacancy  on  the  resignation 
of  Dr.  E.  A.  Tompkins. 

Our  valuable  little  helper — Jane  Eto — who  for 
the  past  two  years  has  made  up  the  other  half  of  the 
library  and  general  staff,  left  us  to  marry  Watchi 
Ouye  and  has  gone  to  Hakalau,  Hawaii,  to  live.  Ethel 
Tsutui  who  has  been  taking  care  of  your  book  orders 
with  Secretarial  Service  has  come  to  take  her  place. 
She  will  continue  to  take  orders  for  medical  books. 

Several  films,  reputed  to  be  very  good,  are  avail- 
able for  circulation — -“Sulfonamide  Therapy”  by 
Long  and  Ravdin,  “Immunization  against  Infectious 
Diseases’’  by  McKhann,  and  “Pentothal  Sodium.” 

Have  you  heard  the  broadcast  of  Dr.  Rodney 
West’s  song  “I  Miss  My  Old  Hawaii?”  Both  lyrics 
and  music  are  by  Dr.  West.  We  have  copies  available. 
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Hospital.  These  men  would  then  have  the  financial 
backing  and  the  equipment  of  the  hospitals  which 
they  served.  And  then  we  could  really  have  a Hawaii 
Society  of  Clinical  Pathologists. 

Loris  Hirsch,  M.  D. 

Director  of  Laboratories 
The  Queen’s  Hospital. 


TO  PHYSICIANS  OF  THE  CITY  OF 
HONOLULU: 

Subject:  Diet  Clinic 

Sponsored  by  the  Territorial  Nutrition 
Committee 

Place:  The  Board  of  Health  Building. 

Space  has  been  set  aside  at  the  Waikiki 
end  of  the  basement. 

Time:  1:30  P.M.  to  2:30  P.M.  or  later, 

Monday  through  Friday. 

Personnel:  Members  of  the  Hawaii  Dietetic 

Association,  all  of  whom  are  qualified 
dietitians  or  nutritionists  who  have 
volunteered  their  time  and  services. 

Purpose:  This  clinic  in  no  way  proposes  to 

prescribe  diets  to  any  patient.  How- 
ever, it  does  propose  to  try  to  solve 
some  of  the  practical  problems  of  buy- 
ing and  preparation  encountered  by  the 
patients  in  carrying  out  physician’s 
orders.  In  so  doing,  this  service  is  at- 
tempting to  save  some  of  the  busy  phy- 
sician’s time. 

Patients  will  be  urged  to  report  back 
to  the  physician  for  check. 

Reports  will  be  given  to  the  physician 
of  his  patient’s  attendance. 

Open  to:  All  workers  participating  in  the 

war  effort  with  gastric  disturbances 
who  are  in  need  of  practical  advice  on 
carrying  out  the  physician’s  dietary 
prescription. 

Referral  by  physicians  only:  A diet  slip 
from  the  physician  should  accompany 
each  patient,  with  special  instructions 
noted  at  the  bottom  of  the  diet  slip. 

-Y o diagnosis  need  be  given. 

Diet  Slips  are  available  to  all  physicians 
upon  request  at  the  office  of  Mrs.  Bol- 
les,  Mabel  Smyth  Memorial  Building. 
These  liberal  diets  were  planned  in  con- 
sultation with  physicians.  They  may  be 
modified  by  the  physician.  These  modi- 
fied instructions  will  be  used  in  dis- 
cussing diets  with  patients. 

Phone:  For  further  information  or  if  the 

physician  wishes  to  give  special  in- 
structions to  the  dietitian,  phone: 

Mrs.  Marjorie  Abel  54921,  Local  234 
Mrs.  Elizabeth  Bolles  3990 

CAREY  D.  MILLER,  Chairman 
Territorial  Nutrition  Committee 


The  Bureau  of  Maternal  and  Child  Healfh  of  the 
Board  of  Health  announces  the  inauguration  of  a 
program  of  financial  aid  for  certain  types  of  medical 
service  to . the  dependents  of  military  personnel.  A 
limited  amount  of  funds  has  been  allocated  by  the 
Children’s  Bureau  for  use  here.  The  program  calls 
for  subsidizing  the  costs  of  maternity  care  and  pedi- 
atrics, .ncluding  hospital  costs  and  a limited  amount 
of  pay  to  the  physician  for  his  service. 

Dr.  Samuei,  M.  Wishik,  USPHS,  has  been  as- 
signed to  duty  with  the  Territorial  Board  of  Health 
as  acting  director  of  the  Bureau  of  Maternal  and 
Child  Health. 

From  our  Governor  in  Washington  comes  the 
welcome  news  that  at  last  funds  will  be  available 
for  the  much  needed  expansion  of  the  civilian  hos- 
pitals in  the  Territory. 

It  is  interesting  to  note  that  OCD  Director  Black 
properly  gives  credit  to  Du.  E.  A.  Fennel  as  having 
ptoprsed  the  establishment  of  a blood  bank  in  Ho- 
nolulu in  December,  1940. 

Du.  John  W.  Devekeux  was  specially  cited  “for 
distinguished  service  to  the  community”  by  the  Ho- 
nolulu Junior  Chamber  of  Commerce  and  was  pre- 
sented with  a distinguished  service  key.  The  award 
n annually  given  to  some  young  man  of  the  com- 
munity between  21  and  35,  for  exceptionally  merit- 
orious work  for  the  public  good. 

Returning  from  the  mainland  recently  were 
Dus.  Mitchet.i,,  Hartwell,  and  Gaudin. 

The  library  has  recently  received  a valuable  con- 
tribution of  bound  journals — including  A.M.A.’s  and 
Lancet’s  back  to  1900  and  1852,  respectively,  from 
the  U.  S.  Public  Health  Service,  arranged  for  by 
Du  Lixsox.  Many  gaps  in  our  journal  files  have  been 
filled  and  we  are  grateful  indeed  to  Dr.  Linson  for 
this  addition. 

Major  R.  J.  Hoagland,  commanding  officer  of 
Provisional  Hospital  No.  3,  (Kuakini  Hospital)  is 
leaving  for  other  duty  shortly.  We  lose  an  active 
service  member  who  has  contributed  much  to  our 
Thursday  morning  clinics  and  to  the  Journal,  but 
particularly  we  want  to  thank  him  for  his  invaluable 
service  to  the  library. 

The  new  schedule  and  staff  for  the  Tumor 
Clinic  at  Queen's  Hospital  has  just  been  announced. 
Beginning  March  10th  the  clinic  will  meet  every  two 
weeks  at  8:15  in  the  nurses  classroom,  with  nurse, 
social  worker,  secretary  and  staff  in  attendance.  The 
clinic  is  set  up  according  to  the  requirements  of  the 
American  College  of  Surgeons,  whose  approval  it 
has.  Members  of  the  permanent  staff  are  Dr.  Buzaid, 
Chairman  and  Radiologist:  Dr.  Hirsch,  Pathologist, 
and  Dr.  Hartwell,  Medical  Consultant  and  in  charge 
of  clinical  records.  A rotating  staff  has  been  appoint- 
ed which  will  change  yearly,  viz:  Surgeon,  Dr. 

Strode,  with  Dr.  Burgess  as  alternate:  Gynecologist, 
Dr.  Phillips  with  Dr.  \V.  K.  Chang  as  alternate; 
Dermatologist,  Dr.  Johnson  with  Dr.  Arnold,  Jr.,  as 
alternate;  Otolaryngologist,  Dr.  Morgan  with  Dr. 
Pinkerton  as  alternate:  G.  U.,  Dr.  Brown;  Ophthal- 
mologist, Dr.  Wong  with  Dr.  Holmes  as  alternate. 
Appointments  for  the  clinic  should  be  made  through 
Dr.  Hartwell. 

Dr.  Homer  M.  Izumi,  Kula  sanatorium  physician, 
was  the  first  American  of  Japanese  ancestry  to  vol- 
unteer for  the  army  in  the  Paia  district. 

Dr.  A.  G.  Hoooixs  has  now  been  twice  a grand- 
father, his  son  John  Stanley  announcing  the  birth 
of  his  son  at  Lihue,  Kauai. 
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Nights  spent  rolling,  tossing,  worrying  about  tomorrow’s  operation 
are  poor  preoperative  preparation  for  any  patient.  Rapid  yet  safe 
sedation  in  such  a circumstance  is  desired  by  patient  and  physician  alike. 

• Not  the  least  of  the  many  outstanding  advantages  offered  by  Nembutal-C, 
the  calcium  salt  of  pentobarbital,  is  its  rapid  onset  of  action  and  clinical  safety. 
Nembutal-C  is  identical  in  pharmacologic  action  to  Nembutal,  the  sodium  salt 
of  pentobarbital,  but  is  prepared  in  the  form  of  friable  tablets.  These  disintegrate 

in  the  stomach  more  rapidly  than  do  Nembutal  capsules  and  thus  may  be 
depended  on  to  provide  an  action  which  is  both  more  uniform  and  slightly 
more  rapid  than  that  of  Nembutal.  This  action  of  Nembutal-C  is  of  relatively 
short  duration,  the  drug  being  rapidly  and  completely  destroyed  in  the  body. 

• Clinically,  Nembutal-C  approximates  Nembutal  in  uses,  but  for  a full  descrip- 
tion of  these  uses  together  with  suggested  dosages,  simply  note  your  request  or  a 
postal  card.  • Nembutal-C  may  readily  be  obtained  through  pharmacies 
in  yellow  tablets  of  1 Vi  grains,  in  bottles  of  25,  100  and  500. 

Abbott  Laboratories,  North  Chicago,  Illinois. 


REG-  US.  PAT  OFF. 


[CALCIUM  ETHYL  (1-METHYL  BUTYL)  BARB  ITU  AR  ATE,  ABBOTT] 


1'lth  Edition  Now  Out 


Send  for  Copy 


The  Technique  of 
Fitting  Diaphragms 


A series  of  charts  in  booklet  form  (6x9)  clearly  illustrating  the  tech- 
nique ol  fitting  diaphragms  by  the  physician,  now  accompanied  by 
the  Dickinson-hreret  Charts  in  two  colors.  For  use  by  the  physician 
in  explaining  the  technique  to  his  patient.  These  charts  are  regarded 
as  the  most  helpful  explanatory  aid  on  the  subject  ever  pi  lblished. 
Illeventh  edition  now  out.  \\  rite,  or  use  coupon,  for  a copy. 
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'a/ny.  Snc. 

551  FIFTH  AVENUE,  NEW  YORK,  N . Y. 


Holland-Rantos  Co.,  Inc. 

551  Fifth  Avenue 
New  York,  N.  Y. 

Without  cost,  please  senrl  your  booklet  on  killing  technique  In: 

Dr 

Si  reel 
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Notes  Axii  News 


The  medical  community  has  lost  a very  valuable 
executive  in  Miss  Marguerite  Peters.  We  print  here 
in  tribute  to  her  the  resolution  adopted  by  the  Ho- 
nolulu Society: 


RESOLUTION 

Inasmuch  as  Miss  Marguerite  Peters, 
who  from  November  6,  1936  to  December  31, 
1942  was  superintendent  of  the  Kapiolanl 
Maternity  & Gynecological  Hospital,  was 
forced  to  resign  and  has  left  the  Territory; 

Be  it  resolved  that  the  Honolulu  County 
Society  express  to  Miss  Peters  its  sincere 
regret  that  it  became  necessary  for  her  to 
resign  and  that  the  society  feels  that  not 
only  has  the  medical  fraternity  but  the 
community  suffered  a great  loss.  Her  un- 
tiring, brilliant  work,  both  managerial  and 
professional,  has  not  only  enabled  the  Ka- 
piolani  Maternity  & Gynecological  Hospital 
to  rise  from  mediocrity  to  excellence  but 
has  greatly  influenced  the  standards  of  all 
hospitals  in  the  community,  especially  in 
the  practice  of  obstetrics  and  gynecology; 

And  be  it  further  resolved,  that  this 
Society  expresses  its  confidence  in  the  ad- 
ministrative and  professional  ability  of 
Miss  Peters,  and  hopes  that  this  expression 
of  confidence  may  be  of  comfort  and  serv- 
ice to  her  in  the  future. 


Dr.  Wah  Kai  Chang  now  has  associated  with 
him  Dr.  Clarence  Chang,  who  recently  finished  his 
internship  at  Queen’s. 

Dr.  and  Mrs.  Hodgins  left  by  clipper  for  the  main- 
land recently.  Our  sincere  best  wishes  go  with  them. 

The  Distinguished  Service  Medal  was  awarded 
to  Brig.  Gen.  Edgar  King,  surgeon  for  the  Hawaiian 
Department,  on  January  6th.  The  citation  rendered 
with  the  award  was  as  follows:  “For  exceptionally 
distinguished  and  meritorious  service  to  the  govern- 
ment in  the  performance  of  duty  of  great  responsi- 
bilities . . . Col.  King  conceived  and  thereafter  skill- 
fully formulated  a plan  for  the  operation  in  war  of 
the  medical  department  in  Hawaii,  which  planning 
was  brilliantly  justified  by  its  success  in  battle. 

“His  execution  of  this  plan  was  performed  with 
such  consummate  skill  on  December  7,  1941,  and 
succeeding  days,  as  to  save  an  unprecedented  pro- 
portion of  persons  who  had  been  wounded,  and  as 
to  elicit  the  admiration  of  the  medicial  work  and 
bring  distinction  upon  the  Medical  Department, 
Unted  States  Army.’’ 


President, 

Honolulu  County  Medical  Society 
Honolulu,  T.  H. 

Dear  Sir: 

The  Nursing  Council  for  War  Service  has 
been  gratified  by  the  concern  of  the  Medical 
Association  about  nursing  problems.  We 
know  that  many  of  the  doctors  have  been 
as  worried  about  the  shortage  of  nurses  and 
their  morale  and  welfare  as  we  have  been. 

As  you  all  know,  the  order  freezing  hos- 
pital employees  to  their  jobs  was  not  of  our 
making,  and  we  do  not  think  that  it  has 
done  much  for  nursing,  except  to  add  to  our 
problems.  We  feel,  however,  that  it  is  our 
duty  to  uphold  this  law,  as  any  other, 
whether  it  meets  with  our  approval  or  not. 
We  have  set  up  our  own  nursing  office  which 
aids  and  advises  on  these  matters,  and  have 
vowed  that  we  will  do  all  in  our  power  to 
prevent  any  nurse  appearing  in  military 
court. 

It  has  now  been  brought  to  our  atten- 
tion that  some  doctors  have  approached 
nurses  who  are  in  hospital  positions,  offer- 
ing them  better  hours  and  salaries  for  office 
work.  All  doctors  must  be  aware  that  nurses 
cannot  leave  their  hospital  positions,  and 
they  are  only  lowering  the  morale  of  the 
nurse  by  offering  her  conditions  which  the 
hospital  cannot  meet.  We  feel  that  adequate 
care  of  hospital  patients  should  be  as  much 
the  concern  of  the  medical  profession  as  of 
the  nurses.  We  cannot  believe  that  the  doc- 
tor who  will  cause  such  dissatisfaction  is 
truly  Interested  in  our  problems. 

It  is  a great  satisfaction  to  us  to  see 
so  many  doctors  beginning  to  realize  the 
value  of  a registered  nurse  in  his  office. 
The  Nursing  Service  Bureau  has  managed 
so  far  to  fill  all  requests  for  office  nurses, 
and  has  access  to  the  OCD  nursing  files  if 
positions  cannot  be  filled  from  the  registry. 
Using  the  Bureau  will  draw  nurses  from  less 
essential  sources  than  hospitals. 

We  do  not  think  that  it  is  too  much  to 
ask  the  medical  profession  to  make  an  effort 
to  bolster  the  sense  of  responsibility  and 
service  among  hospital  nurses,  and  thus 
help  us  maintain  our  nursing  care. 

Very  truly  yours, 

(Mrs)  Helen  Gage,  R.  N.,  Chairman 

Nursing  Council  for  War  Service 
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THREE  POTENT  WEAPONS 


The  introduction  and  clinical  evalua- 
tion of  these  compounds  constitute 
one  of  the  greatest  advances  of  all 
time  in  the  chemical  treatment  of 
disease.  In  these  chemotherapeutic 
agents  the  physician  now  commands 
potent  weapons  to  combat  a wide 
variety  of  conditions. 
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This  Group  of  Compounds 
Is  Effective  Against 
Infections  Produced  by 


Pneumococci  Gonococci 
Hemolytic  Streptococci* 
Meningococci  Staphylococci 
Friedlander’s  Bacilli 
Escherichia  Coli 

Lymphogranuloma  Venereum 
Certain  Urinary  Tract  Infections 
Trachoma  Chancroid 


Literature  on  Request 


MERCK  & CO.  Inc. 


•yflanu^actuKin^^j/iemoitd  RAHWAY,  N.  J. 


TRADITION 

The  strict  codes  of  manufacturing  excellence  and  ethical  promotion 
which  characterize  Wyeth  policy  have  been  dictated  by  a deeply-rooted 
sense  of  responsibility  to  the  art  of  medicine.  They  yield  the  secret  of 
continuous  and  reliable  service  during  eighty-two  years. 

These  self-imposed  standards  have  even  a greater  significance  than 
merely  to  supply  reason  for  endurance  and  the  successful  fulfillment 
of  past  obligations  . . . they  are  the  necessary  stabilizing  influences 
in  the  progressive  program  of  today,  dedicated  as  it  is  to  scientific 
research  and  therapeutic  advance.  They  represent  experience  and 
dependability.  They  are  the  traditions  of  Wyeth. 
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INSECTS  AND  OTHER  ARTHROPODS 
OF  MEDICAL  INTEREST  IN  HAWAII 

C.  E.  PEMBERTON 


SPECIAL  CONSIDERATIONS  IN  THE  REPAIR 
OF  FACIAL  INJURIES 

MICHAEL  GURDIN,  LIEUTENANT,  M.  C.,  U.  S.  N.  R. 


POLITICS  VERSUS  HEALTH? 


EDITORIAL 


• The  strictly  regulated  program  of  the  Army 
helps  to  harden  the  soft,  lackadaisical  rookie. 

But  what  about  the  men  who  remain  in 
civilian  life? 

When  the  deleterious  effect  of  a soft  civil- 
ian life — irregular  habits,  lack  of  exercise, 
faulty  diet — leads  to  constipation,  the  use  of 
Petrogalar*  is  frequently  indicated. 

Petrogalar  adds  bland,  unabsorbable  mois- 
ture to  the  stool  to  induce  a soft,  easily  passed 
mass. 

Consider  its  use  for  the  treatment  of  con- 
stipation. Petrogalar  is  pleasant  to  take  and 
economical  to  use. 

FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar — 


'Reg.  U.  S.  Pal.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc. 


• 8134  McCormick  Boulevard  • Chicago,  Illinois 


LOW  MUSCLE  TONE,  LOW  BLOOD  I'RESSUBE 

LOW  RESISTANCE  are  part  of  a syndrome  characteristic 

of  adrenal  cortical  insufficiency. 


Adrenal  Cortex  Extract  (Upjohn)  is  a most  potent  specific  therapy 
now  available  for  alleviation  of  these  typical  symptoms,  when  due 
to  adrenal  cortex  insufficiency.  Adrenal  Cortex  Extract  (Upjohn) 
is  a potent  natural  complex  representing  steroids  which  influence 
carbohydrate  metabolism,  capillary  tone,  vascular  permeability, 
plasma  volume,  body  fluids  and  electrolytes.  "No  one  of  these  sub- 
stances and  no  synthetic  substance  has  yet  been  shown  to  possess 
all  of  the  effects  of  a potent  cortical  extract."  N.  N.  R.  1942 


Another  way  to  save  lives 
BUY  WAR  BONDS 
FOR  VICTORY 


ADRENAL  CORTEX  EXTRACT  (UI'JOIIN) 


Sterile  Solution  in  10  cc.  rubber-capped  vials  for  sub- 
cutaneous, intramuscular  and  intravenous  therapy. 


Upjohn 


We  squeezed  into  this  bottle . . . 


a TON  of 


LIVER 


IEDERLE  was  a pioneer  maker  of  parenteral  liver  ex- 
J tract — one  or  two  of  these  tiny  vials,  one  or  two  in- 
jections a month — keeps  the  pernicious  anemia  patient 
active  and  well.  In  1931  the  dose  measured  5 cc.,  in 
1932  it  was  reduced  to  3 cc.,  and  in  1935  it  was  refined 
and  concentrated  to  the  allowed  maximum  of  1 5 U.  S.  P. 
XI  injectable  units  per  cc. 

This  9*liter  bottle  of  the  15  unit  material  contains  active 
material  obtained  from  2000 
pounds  of  beef  liver.  Its  concen- 
tration to  so  fine  a point  is  the 
fruit  of  eleven  years  of  prog- 
ress and  experience  (1931-1942) 
which  has  kept  Lederle  out 
among  the  leaders  in  this  field. 


DISTRIBUTORS:  AMERICAN  FACTORS,  LTD. 


Lederle  Laboratories,  Inc.,  30  Rockefeller  Plaza,  New  York,  N.  Y. 


HAWAII  MEDICAL  JOURNAL 


Volume  2 
Number  4 

Published  Bi-monthly  by 

THE  HAWAII  TERRITORIAL  MEDICAL  ASSOCIATION 

(Incorporated  in  1856  under  the  Monarchy) 

Mabel  L.  Smyth  Memorial  Building 
510  S.  Beretania  St. 

Honolulu,  Hawaii,  U.  S.  A. 


MARCH-APRIL,  1943 


$2.00  per  yr. 
35c  per  copy 


TABLE  OF 

INSECTS  AND  OTHER  ARTHROPODS 
OF  MEDICAL  INTEREST  IN  HAWAII 

C.  E.  Pemberton 191 

PRIMARY  ATYPICAL  PNEUMONIA 

H.  J.  Frachtman,  Major,  M.  C.,  A.U.S 195 

PRIMARY  ATYPICAL  PNEUMONIA 
IN  HAWAII 

Albert  G.  Bower,  Commander.  M.C.-V  (S), 
U.S.N.R 198 

SPECIAL  CONSIDERATIONS  IN  THE 
REPAIR  OF  FACIAL  INJURIES 

Michael  Gurdin,  Lieutenant,  M.C., 

U.S.N.R 199 

EDITORIALS 

Politics  versus  Health? 203 


CONTENTS 

PROGRESS  IN  INTERNAL  MEDICINE 

Coronary  Artery  Disease 

S.  E.  Doolittle,  M.D.,  Honolulu 207 

RECENT  ADVANCES  IN  SURGERY 

Simplified  Treatment  of  Fractures  of  the 
Humerus,  C.  C.  Burgess,  M.  D.,  Honolulu 215 

CLINICO-PATHOLOGIC  COMMENT 

Reveries  of  a Clinical  Pathologist 

E.  A.  Fennel,  M.  D.,  Honolulu 217 

EMERGENCY  MEDICAL  SERVICES 


Progress  Report 

H.  L.  Arnold,  M.  D.,  Honolulu 223 

COUNTY  SOCIETY  REPORTS  227 


The  JOURNAL  may  not  be  held  responsible  for  opinions  expressed  in  papers,  discussions,  communications.  Or  advertisements.  The 
advertising  policy  of  the  HAWAII  MEDICAL  JOURNAL  is  governed  by  the  rules  of  the  Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association.  The  right  is  reserved  to  reject  material  submitted  for  editorial  or  advertising  columns.  All  material  for  publication 
must  be  in  the  hands  of  the  editor  on  or  before  the  15th  ay  of  the  month  preceding  publication  date.  Reprints  of  original  articles  will  be 
supplied  at  actual  cost,  provided  request  is  attached  to  manuscript,  or  made  in  sufficient  time  before  publication.  A reasonable  number  of 
cuts  and  illustrations  accompanying  an  article  will  be  accepted  for  printing.  The  right  is  reserved  to  ask  the  author  to  bear  the  cost  of  these 
when  it  is  found  necessary  to  do  so. 

Copyright,  1942,  by  the  Hawaii  Territorial  Medical  Association.  Honolulu.  Hawaii.  Entered  as  second-class  matter,  October  17,  1941,  at 
the  Post  Office  in  Honolulu,  Hawaii,  under  the  Act  of  August  24,  1912.  Office  of  Publication:  Mabel  L.  Smytl  Memorial  Building,  510  S.  Bere- 
tania St.,  Honolulu,  Hawaii. 


187 


Hawaii  Territorial  Medical  Association 

1942-  1943 


OFFICERS 


R.  O.  Brown,  Honolulu President 

H.  M.  I atterson \ ice  President  from  Hawaii  County 

F.  K.  Lam Vice  President  from  Honolulu  County 

A.  Boyden Vice  President  from  Kauai  County 

R.  J.  McArthur Yice  President  from  Maui  County 

D.  B.  Bell,  Honolulu Secretary 

N.  M.  Benyas,  Honolulu Treasurer 


COUNCILLORS 

G.  H.  Lightner,  Maui  County 1943 

S.  R.  W allis,  Kauai  County 1943 

S.  R.  Brown,  Hawaii  County 1944 

L.  G.  Phillips,  Honolulu  County 1944 

P.  Withington,  Honolulu  County. 1945 

F.  J.  Pinkerton,  Honolulu  County ..1945 


DELEGATES 


Honolulu  County: 

N.  M.  Benyas 

O.  L.  Schattenburg 

F.  K.  Lam 

H.  T.  Rothwell 
J.  E.  Strode 
H.  C.  Gotshalk 
H.  M.  Johnson 

G.  C.  Milnor 


Hawaii  County: 

T.  Keay 
E.  Tompkins 

Kauai  County: 

D.  R.  Chisholm 

Maui  County: 

H.  Izumi 


COMMITTEE  CHAIRMEN  AND  BOARDS 

Board  of  Medical  Examiners — -T.  A.  Morgan,  Secretary 
Cancer  Committee — G.  A.  Batten,  Honolulu 
Examining  Board,  Hospitals  and  Settlements — Henry  Gotshalk 

H.  L.  Arnold,  Jr.,  Honolulu 

Hawaii  Health  Education  Council — L.  G.  Phillips,  Honolulu 
Health  Education  Committee — R.  K.  C.  Lee,  Honolulu 
Journal  Committee — H.  L.  Arnold,  Jr.,  Editor 
Mabel  Smyth  Building,  Board  of  Management — L.  G.  Phillips 
and  F.  J.  Halford,  Honolulu 

Medical  Advisory  Committee  to  Bureau  ol  Crippled  Children — 
A.  L.  Craig,  Honolulu 

Medical  Advisory  Committee  to  the  Bureau  of  Maternal  and 
Child  Health — 0.  L.  Schattenburg,  Honolulu 
Nursing  Service  Bureau  Advisory  Committee  — Ernestine 
Hamre,  Honolulu 

Psychiatric  Committee — R.  D.  Kepner,  Kaneohe 
Public  Policy  and  Legislative  Committee — L.  G.  Phillips, 
Honolulu 

Scientific  Work  Committee — R.  0.  Brown,  Honolulu 


ABOUT  CLAIMS 


vs.  ACTUAL  DIFFERENCES 
in  cigarettes 


WHAT  value  can  claims  of  superiority  in  a cigarette  have 
unless  there  is  a difference  in  formula  or  process  to  justify 
that  claim? 

Philip  Morris  Cigarettes  are  made  differently.  In  the  clinic  as 
well  as  in  the  laboratory,  the  advantages  of  Philip  Morris  have 
been  repeatedly  observed,  repeatedly  reported  by  recognized  au- 
thorities in  leading  medical  journals.  Yes,  Philip  Morris  claim 
superiority  . . . and  that  superiority  has  been  proved .* 

With  the  current  increase  in  smoking,  may  we  suggest  that  it  is 
more  important  than  ever  for  your  patients  suffering  from  irrita- 
tion of  the  nose  and  throat  due  to  smoking  to  change  to  Philip 
Morris— the  one  cigarette  proved  definitely  less  irritating. 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


* Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  58-60 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241 
N.  Y.  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592. 


Demand  for  medicinal  supplies 
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there  is  no  forty-hour  week  and  casual- 
ties must  be  treated  at  all  times  — day 
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Lilly  employees  feel  deeply  their 
obligation  to  produce  a full  share  of 
essential  therapeutic  agents.  Upper- 
most is  the  thought  that  machines 
must  turn  eight  — sixteen  — twenty- 
four  hours  a day  to  fill  the  needs  of  the 
allied  armed  forces. 
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Insects  and  Other  Arthropods  of  Medical  Interest  in  Hawaii 

C.  E.  Pemberton"' 


For  the  convenience  of  physicians  and  others 
interested  in  medical  entomology,  a list  of  insects 
and  their  near  relatives  is  here  assembled  in  an  at- 
tempt to  bring  together  everything  of  this  nature 
which  has  some  bearing  on  public  health  in  Hawaii. 

Mosquitoes 

Culex  quinquefasciatus  (Say): 

This  mosquito  flies  and  feeds  only  at  night.  It 
breeds  most  extensively  in  ground  pools,  ditches  and 
ponds  where  top  minnows  or  mosquito  fish  are  not 
present.  It  is  brownish  in  color  with  five  dull-white 
bands  on  the  abdomen.  It  is  a vector  of  dengue  and 
also  of  filariasis,  in  regions  where  these  diseases  occur. 

Aedes  albopictus  (Skuse): 

Feeds  mostly  during  the  daylight  hours  and  is 
the  mosquito  that  most  commonly  attacks  ankles, 
wrists  and  other  exposed  parts  of  the  body  in  and 
around  buildings.  It  feeds  occasionally  at  night  and 
is  especially  numerous  in  rainy  seasons.  It  breeds  in 
clear  water  off  the  ground,  such  as  tanks,  tin  cans, 
flower  vases,  tree  holes,  etc.,  containing  fresh  water. 
It  is  black  with  white  bands  on  the  legs  and  a white 
stripe  running  down  the  center  of  the  back  nearly 
to  the  abdomen.  A.  albopictus  is  an  important  vector 
of  dengue,  elsewhere  than  in  Hawaii. 

Aedes  aegypti  (L.) : 

Feeds  during  the  daylight  hours  like  albopictus 
and  breeds  in  similar  places,  although  it  is  seldom 
found  far  away  from  human  habitations.  It  is  not 
frequently  seen.  The  color  is  dark  but  not  so  black 
as  albopictus.  The  legs  have  distinct  white  bands  and 
the  back,  or  upper  part  of  the  thorax,  bears  a distinct 
white  series  of  lines  running  lengthwise  to  form  a 
perfect  lyre-shaped  diagram.  This  insect  is  the  usual 
vector  of  yellow  fever  in  countries  where  that 
disease  occurs,  and  it  also  transmits  dengue. 

No  other  mosquitoes  are  known  in  Hawaii  and 
fortunately  species  of  Anopheles  (vectors  of  malaria) 
have  never  become  established  in  the  Islands,  al- 
though trans-oceanic  airplanes  are  bringing  them 
here  with  increasing  frequency.  Spray  treatment  of 
the  planes  is  preventing  the  arrival  of  these  dan- 
gerous insects  in  a living  condition. 

Fleas 

Pulex  irritans  (L.)  (Human  flea): 

Normal  hosts  for  this  flea  are  dogs,  cats,  hogs, 

‘Entomologist,  Experiment  Station,  Hawaiian  Sugar 
Planters’  Association. 


and  man.  It  occurs  on  rats  and  the  mongoose  in 
Hawaii  but  is  not  common  on  these  animals.  To 
man  its  bite  is  sharp  and  painful,  usually  leaving  a 
reddish  blotch.  A dark-red  flea. 

Xenopsylla  cheopis  (Roths.)  (Oriental  rat  flea): 

This  is  most  commonly  found  on  rats  living  close 
to  human  habitations  in  Hawaii,  although  it  may  be 
taken  on  rats  anywhere  in  the  Islands.  It  is  found 
only  rarely  on  the  mongoose  and  mice  and  has  not 
been  recorded  from  dogs  or  cats  in  Hawaii,  although 
considerable  search  has  been  made  for  it  on  these 
animals.  Being  a vector  of  both  bubonic  plague  and 
endemic  typhus,  it  is  one  of  Hawaii’s  most  dangerous 
insects.  A yellow  flea. 

Xenopsylla  hau/aiiensis  (Jordan)  (The  Hawaiian  rat 

flea) : 

Superficially  this  flea  bears  a close  resemblance 
to  X.  cheopis.  It  is  almost  certainly  a vector  of  bu- 
bonic plague  and  probably  of  endemic  typhus  as 
well.  Eskey**  determined  that  it  occurs  almost  ex- 
clusively on  field  rats  living  well  away  from  build- 
ings and  that  the  larvae  seem  to  require  green  grass 
in  the  rat’s  nest  for  development.  This  flea  has 
not  been  found  on  rats  in  Honolulu. 

Nosopsyllus  fasciatus  (Bose.)  (European  rat  flea) : 

Dr.  C.  R.  Eskey1  was  the  first  to  record  this 
rat  flea  in  Hawaii.  It  was  found  only  on  the  islands 
of  Maui  and  Hawaii  mostly  between  12  00  and  2 5 00 
feet  elevation.  It  was  on  rats  occurring  in  or  near 
buildings.  It  was  rare  on  the  mongoose  and  mice. 
This  flea  is  a known  vector  of  bubonic  plague. 

Ctenocephalides  felis  (Bouche)  (Cat  flea): 

This  is  the  commonest  flea  in  Hawaii.  It  is  the 
species  always  seen  on  dogs  and  cats  and  often 
develops  in  basements  and  under  houses  in  the  dry 
seasons  in  Hawaii  to  epidemic  proportions.  It  is  often 
numerous  on  the  mongoose,  but  is  rarely  taken  on 
rats  and  mice.  From  its  blackish  color  alone,  it  can 
be  readily  distinguished  from  the  two  yellowish 
species  of  Xenopsylla  on  rats.  The  true  dog  flea 
Ctenocephalides  canis  (Curtis),  although  frequently 
introduced  on  imported  dogs,  does  not  seem  to 
survive  in  Hawaii  and  is  not  known  to  be  established. 

Ctenopsyllus  segnis  (Schonherr)  (House  flea): 

“Eskey,  C,  R.,  1934.  Epidemiological  Study  of  Plapne  in 

the  Hawaiian  Islands.  Public  Health  Bulletin  No.  213.  U.  S. 
Treasury  Dept.,  Public  Health  Service. 
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Occurs  on  rats  and  mice  and  rarely  on  the  mon- 
goose. To  date  it  has  been  found  only  on  the  islands 
of  Maui  and  Hawaii.  It  has  vestigial  eyes  and  is 
undoubtedly  blind.  It  is  not  known  to  bite  man,  but 
is  a blood  sucker  and  fully  capable  of  doing  so. 

Echidnophaga  gallinacea  (Westwood)  (Chicken  or 

Sticktight  flea) : 

This  is  a pest  of  chickens  and  also  occurs  com- 
monly on  rats  and  the  mongoose.  It  prevails  near 
habitations  where  chickens  are  kept.  It  is  a very 
small,  black  insect  with  compressed  thoracic  seg- 
ments and  long,  prominent,  biting  mouthparts,  with 
which  it  becomes  attached  to  the  host  and  moves 
about  very  little.  Hundreds  have  been  tightly  at- 
tached around  the  mouth  and  nose  and  on  the  ears 
of  rats  living  near  chicken  pens.  It  also  gets  on  dogs 
rather  commonly  and  in  other  countries  has  been 
collected  from  several  different  animals. 

Although  the  rat  fleas  are  the  most  dangerous 
to  man  in  Hawaii,  all  of  the  other  species  should 
be  looked  upon  with  suspicion  as  potential  vectors 
of  rat-borne  diseases,  since  they  occur  on  rats  and 
are  capable  of  biting  human  beings. 

The  chicken  flea  closely  resembles  the  Chigoe 
flea  Tunga  penetrans  (L.),  known  as  the  "jigger”  or 
"sand  flea”  in  countries  where  it  occurs.  Fortunately 
"jiggers”  do  not  occur  in  Hawaii.  They  have  the 
annoying  habit  of  burrowing  into  the  skin,  espe- 
cially between  the  toes,  causing  ulcers. 

Bedbug 

The  cosmopolitan  bedbug  Cimex  lectularius  (L.) 
is  no  respecter  of  persons  or  places.  It  has  been  in 
Hawaii  a long  time  and  has  become  particularly 
noticeable  in  Honolulu  in  recent  years  following 
the  large,  temporary  increase  in  population.  Persons 
bitten  by  bedbugs  are  variously  affected.  In  sus- 
ceptible individuals  the  bite  causes  considerable 
swelling  and  irritation. 

Cone-Nose  or  "Kissing  Bug” 

An  uncommon  bug  Triatoma  rubrofasciata  (De 
Geer),  which  is  occasionally  seen  in  Honolulu,  may 
inflict  a painful  bite  if  touched.  It  was  once  seen 
in  Kaimuki  in  large  numbers  in  an  old  lumber  pile. 
It  resembles  the  bedbug  superficially  though  meas- 
ures fully  seven-eighths  of  an  inch  in  length  and 
can  fly  readiy.  It  is  black  with  reddish  markings. 
Other  species  of  Triatoma  in  California,  Mexico  and 
South  America  are  of  definite  medical  importance. 
In  the  latter  two  countries  these  insects  are  known 
to  transmit  trypanosomiasis  to  man. 


Ants,  Bees,  and  Wasps 
Solenopsis  geminata  (fab.)  (The  fire  ant): 

The  fire  ant  is  a small  yellowish-to-red  ant  that 
usually  nests  in  the  ground  under  stones,  etc.,  gen- 
erally in  regions  of  light  rainfall.  Upon  touching  the 
nests  these  ants  swarm  over  the  hands,  feet  or  legs 
and  immediately  inflict  sharp,  painful  stings.  The 
sting  is  of  short  duration  with  no  after  effects. 

Apis  mellifera  (L.)  (Honey  bee): 

Only  temporary  pain  and  swelling  usually  re- 
sult from  the  sting  of  a honey  bee.  Barefoot  children 
are  commonly  stung  on  the  feet  by  honey  bees  on 
lawns.  It  is  hardly  necessary  to  mention  that  in- 
dividuals unaccustomed  to  bee  stings  may  be  ser- 
iously affected  by  a large  number  of  stings  re- 
ceived simultaneously. 

Vespa  occidentalis  (Cress.)  (Hornet): 

This  hornet  nests  in  the  ground  and  is  only 
known  on  the  islands  of  Kauai  and  Oahu.  It  occurs 
almost  solely  in  the  uplands.  It  is  rather  pugnacious 
when  alarmed  and  will  inflict  painful  stings.  It  is 
black  and  yellow. 

Polistes  species.  (Builders  of  parchment  nests) : 

The  three  species  of  Polistes  wasps  in  Hawaii 
are  familiar  to  most  residents.  They  build  parchment 
nests  of  many  cells  under  eaves  of  houses,  in  bush- 
es, etc.  They  have  the  habit  of  assembling  together 
in  masses  indoors  or  in  protected  spots  every  winter. 
When  disturbed  they  may  sting  without  further 
provocation.  Apart  from  the  pain  and  swelling  no 
serious  consequences  have  come  to  our  notice. ' 

Betbylidae: 

There  are  several  species  of  small,  mostly  wing- 
less, ant-like  insects  in  Hawaii  which  occasionally 
get  into  clothing  or  in  beds  and  sting  upon  con- 
tact. The  sting  is  sharp  and  may  be  repeated  sev- 
eral times.  It  is  followed  by  welts  of  varying  pro- 
portions, depending  upon  the  individual  stung.  Hole- 
pyrus  hawaiiensis  (Ashmead)  is  especally  common 
around  buildings  where  stored,  unpackaged  foods 
are  kept.  Residents  have  often  complained  of  the 
sting  but,  owing  to  the  small  size  of  the  insect 
and  its  secretive  habits  it  was  not  noticed.  Minute 
wasps  of  the  genus  Schlerodermus  in  Hawaii  have 
similar  habits. 

Flies 

Stomoxys  calcitrans  (L.)  (Stable  Fly): 

The  -stable  fly  bears  some  resemblance  to  the 
common  house  fly  and  is  usually  described  as  a 
vicious  biter.  It  will  fill  with  blood  very  quickly  if 
not  disturbed.  It  is  common  in  Hawaii  and  oc- 
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casionally  annoys  bathers  at  Waikiki.  One  easy  way 
to  distinguish  it  from  the  house  fly  is  by  its  bayon- 
et-like  probosis  projecting  in  front  of  the  head. 

Musca  domestica  (L.)  (The  house  fly): 

Sarcophaga  species: 

Lucilia  species: 

Synthesiomyia  species: 

These  flies  and  a few  others  can  be  carriers  of 
disease  because  they  often  have  access  to  human 
foods  and  are  also  commonly  attracted  either  to 
human  and  other  excrement  or  decaying  meats,  fish 
and  dead  animals.  It  is  common  knowledge  that 
they  readily  fly  from  contaminated  material  to  clean 
foods  with  their  feet,  mouthparts  and  intestinal 
tracts  teeming  with  organisms  present  in  putrefying 
substances. 

Cockroaches 

Cockroaches  contaminate  humah  foods  with 
their  excrement  and  from  the  habit  of  disgorging 
parts  of  their  food.  Since  some  species  visit  and 
obtain  food  both  in  our  homes,  stores  and  ware- 
houses, as  well  as  the  vilest  of  places  such  as 
sewers,  they  may  be  considered  dangerous  to  human 
health.  Of  the  16  species  of  roaches  in  Hawaii,  the 
three  that  are  probably  the  most  frequently  met 
with  in  houses  are  the  large  reddish  roach  Peri  pla- 
net a americana  (L.),  the  Australian  roach  Peripla- 
neta  australasiae  (Fabr.),  which  is  a little  smaller 
with  white  shoulder  marks,  and  the  German  roach 
Blatella  germanica  (L.),  a small,  active,  gray  spe- 
cies. 

Centipede 

There  are  several  kinds  of  centipedes  in  Hawaii 
but  only  one  ( Scolopendra  subspinipes  [Leach]  ) bites 
man.  The  young  of  this  species  are  small  and  green- 
ish in  color,  so  unlike  their,  large  brown  parents  that 
they  are  often  believed  by  the  uninformed  to  be 
another  kind.  The  bite  of  this  centipede  is  painful 
and  with  persons  susceptible  to  the  poison,  severe 
swelling  follows  and  remains  for  several  days.  The 
bite  is  made  by  the  first  pair  of  legs,  each  of  which 
is  terminated  by  a powerful  claw  through  which 
poison  is  ejected  from  a large  poison  gland  at  the 
base.  The  bite  is  easily  diagnosed  by  the  presence 
of  two  reddish  spots  where  each  claw  has  penetrated 
the  skin. 

Scorpion 

One  species  of  scorpion  ( Isometrus  macula t us 
[De  Geer]  ) is  commonly  seen  in  Hawai  under  boards. 


rocks,  concealed  in  folded  towels,  etc.  It  is  not 
pugnacious  and  its  sting,  though  mildly  painful  and 
poisonous,  is  rarely  reported. 

Ticks,  Spiders  and  Mites 

The  brown  dog  tick,  Rhipicephalus  sanguineus 
(Latr..),  is  well  known  as  a vector  of  malignant 
jaundice  of  dogs  and  is  commonly  seen  in  houses  in 
Hawaii  where  dogs  are  allowed  indoors.  It  can  and 
does  bite  man,  although  we  do  not  often  hear  of 
it.  It  transmits  a rickettsial  disease  of  man  in  Medi- 
terranean countries,  known  as  fievre  boutonneuse. 

Latrodectus  mactans  (Fabr.)  (Black  Widow  Spider) : 

Thio  spider  has  been  in  Hawaii  since  at  least 
192  5 and  is  now  spread  over  most  of  the  Territory, 
excepting  the  island  of  Kauai.  It  occurs  mostly 
where  the  rainfall  is  light.  The  result  from  its  bite 
may  be  serious  but  cases  are  rare  in  Hawaii.  The 
bite  is  not  usually  painful  at  first  but  grows  in 
intensity  for  several  hours  thereafter.  Latrodectus 
geometricus  (Koch.)  a closely  related  spider  but  not 
so  black  and  with  brownish-banded  legs,  was  dis- 
covered in  many  parts  of  Honolulu  during  1939.  It 
has  the  typical  reddish  hourglass  marking  on  the 
under  side  of  the  abdomen,  similar  to  that  on  the 
true  Black  Widow  Spider.  The  mandibles  are  small 
and  although  the  bite  is  undoubtedly  poisonous  this 
spider  does  not  have  the  bad  record  of  the  Black 
Widow. 

There  is  no  reason  to  believe  that  the  bite  of  the 
Black  Widow  Spider  is  less  dangerous  in  Hawaii  than 
elsewhere,  although  to  date  no  fatalities  have  been 
recorded  from  its  bite  in  the  Islands. 

Pediculoides  ventricosus  (Newport) : 

This  is  a minute  louse-like  mite  which  normally 
feeds  on  certain  insects.  Occasionally  it  multiplies 
where  insects  are  attacking  stored  grains  and  other 
foods  and  will  swarm  over  persons  handling  the 
material,  causing  an  acute,  itching  dermatitis. 

Dermanyssus  gallinae  (De  Geer)  (poultry  mite): 

Though  primarily  a serious  pest  of  poultry,  this 
minute  gray  mite  also  bites  man  and  sometimes 
causes  irritation  to  the  hands  and  arms  of  men  hand- 
ling poultry.  Another  mite  tentatively  identified  as 
a species  of  Dermanyssus  occurs  on  birds  in  Hawaii 
and  sometimes  becomes  excessively  numerous  in  the 
nests.  When  nests  are  built  under  the  eaves  of  houses 
the  mites  crawl  into  nearby  windows  and  doors  and 
cause  much  irritation  and  occasional  skin  rashes 
on  people  sleeping  near  these  nests. 
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Laelaps  echidnitius  (Ber)  (rat  mites) : 

Laelaps  hawaiiensis  (Ewing) : 

Two  active,  blood-sucking  mites  are  common  on 
rats  in  Hawaii.  We  have  no  record  of  their  biting 
man  in  Hawaii;  but  they  are  nearly  always  full  of 
blood  when  seen  on  rats  and  are  fully  capable  of 
biting  man. 

T yroglyphidae: 

One  species  of  so  called  "Sugar  Mite”  occurs 
in  flour,  dried  fruits,  etc.  It  was  recently  found  in 


quantity  in  some  packaged  cereal  meal  and  powdered 
dog  food.  The  mites  are  almost  microscopic  in  size 
and  will  cause  a mild  dermatitis  if  such  infested 
material  is  handled. 

Fortunately  redbugs  or  "Chiggers”  do  not  occur 
in  Hawaii.  These  mites  (T  rombidiidae) , when  young, 
attach  themselves  to  the  skin  and  cause  a sevfrc 
irritation  and  itching. 

The  Sucking  Lice: 

Both  the  human  head  louse  Pediculus  hum  anus 
capitis  (De  Geer)  and  the  pubic  louse  Phihirius  pubis 
(L.)  occur  in  Hawaii. 


Primary  Atypical  Pneumonia 

H.  J.  Frachtman,  m.d. 

Major,  Medical  Corps,  A.U.S. 


The  disease  complex  which  we  have  chosen  ro 
call  primary  atypical  pneumonia  is  of  considerable 
interest  to  the  medical  newcomer  in  these  islands. 
Another  name  which  would  aptly  describe  the  con- 
dition is  acute  interstitial  pneumonitis.  A common 
term  is  oahu  pneumonia. 

My  first  introduction  to  it  was  during  the  winter 
of  1940-1941  in  the  gulf  coast  area  of  the  mainland, 
but  the  disease  was  not  prevalent  enough  to  permit 
any  comprehensive  study.  There  we  were  more  ac- 
customed to  the  usual  lobar  and  lobular  pneumo- 
nias. During  the  past  several  months  we  have  had 
the  opportunity  to  study  many  of  these  cases,  to 
follow  their  course  with  frequent  x-rays,  and  to 
observe  the  efficacy  of  various  forms  of  treatment. 

Clinical  Course 

The  onset  of  atypical  pneumonia  is  usually  grad- 
ual, over  a period  of  three  or  four  days,  but  may 
be  quite  abrupt.  Headache,  which  may  be  very  se- 
vere, malaise,  and  chilly  sensations  are  frequently 
the  first  symptoms  noted.  A non-productive  cough 
appears  very  soon  or  may  be  present  from  the  onset. 
The  cough  becomes  progressively  worse;  in  most 
cases  it  is  the  leading  symptom  and  the  most  common 
cause  for  admission.  Sore  throat  and  nasal  discharge 
may  be  concomitant  symptoms,  but  are  not  neces- 
sarily present.  Pain  in  the  chest  and  back  are  com- 
monly complained  of.  The  absence  of  sputum  in 
most  cases  is  noteworthy.  In  the  few  cases  that  have 
produced  sputum,  it  has  been  mucoid  or  mucopuru- 
lent, never  bloody  or  rusty.  The  temperature  may 
rise  as  high  as  104  or  105  F.,  but  fever  of  this  degree 
is  not  maintained  long.  Cyanosis  has  been  noted 
in  severe  cases. 

We  have  studied  the  temperature  curves  and 
find  that  there  is  no  definite  pattern.  It  may  dem- 
onstrate an  abrupt  fall  from  high  levels  in  twenty- 
four  to  thirty-six  hours;  it  may  be  a low  grade  fever 
of  the  continuous  type,  lasting  several  days.  One 
or  two  of  our  cases  have  come  in  with  temperature 
elevations  of  less  than  a degree,  but  with  extensive 
pulmonary  infiltration. 

The  hematologic  findings  are  likewise  incon- 
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sistent.  The  red  cell  count  is  not  affected,  and  the 
white  cell  count  may  be  either  entirely  normal  or 
elevated,  with  a shift  to  the  left. 

It  has  been  found  that  the  x-ray  appearance  of 
the  lesion  and  the  physical  findings  are  not  well  cor- 
related. In  ordinary  pneumonias  we  expect  the  im- 
paired resonance,  the  bronchial  breathing,  the  fine 
moist  rales,  and  the  increased  fremitus  to  indicate 
the  extent  of  the  lesion  and  the  x-ray  confirms  these 
findings.  One  cannot  expect  this  in  atypical  pneu- 
monia. Minimal  physical  findings,  such  as  slightly 
diminished  breath  sounds  or  a few  scattered  moist 
rales,  may  be  found  in  cases  where  an  entire  lobe 
has  been  densely  infiltrated.  The  x-ray  may  show 
infiltration  from  the  hilum  toward  the  periphery,  or 
present  a diffuse  patchy  appearance.  The  lesion  may 
be  unilateral  or  bilateral,  and  may  involve,  one  or 
more  lobes,  but,  as  a rule  only  one  lobe  is  involved. 

Pathology 

The  pathology  of  the  disease  is  not  completely 
known.  It  appears  to  be  an  infiltrative  process,  prob- 
ably a peribronchiolar  infiltration.  There  is  not  the 
consolidation  which  occurs  in  lobar  and  lobular  pneu- 
monias. The  rapid  clearing  of  some  of  these  lesions 
substantiates  this  point. 

Furthermore,  the  cause  of  the  disease  is  unknown. 
Wherever  possible  the  sputum  has  been  studied  bac- 
teriologically,  but  without  successfully  identifying 
any  specific  organism.  It  is  quite  likely  thu  a virus 
is  the  offender. 

The  contagiousness  of  this  type  of  pneumonia  is 
minimal.  It  is  not  known  definitely  whether  one 
attack  confers  immunity,  but  during  the  time  that 
we  have  observed  the  disease,  we  have  had  no  patient 
admitted  with  a recurrence. 

Differential  Diagnosis 

Several  diseases  must  be  considered  in  the  dif- 
ferential diagnosis: 

Influenza:  In  influenza,  prostration  is  greater; 

marked  injection  of  the  conjunctivae  and  naso- 
pharynx is  usually  present;  leukopenia  is  charac- 
teristic; there  are  no  physical  or  x-ray  signs  of  pneu- 
monia, unless  influenzal  pneumonia  supervenes. 
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Pig.  1.  Case  L.  S.  Radiograph  of 
chest  admission. 


Fig.  2.  Case  L.  S.  Radiograph  of  chest  Fig.  3.  Case  h.  S.  Radiograph  of 

seven  days  after  admission.  Febrile  re-  chest  nineteen  days  after  admission, 
action  for  first  three  days;  temperature 
normal  thereafter 


Fig.  4.  Case  H.  M.  Radiograph  of 
chest  on  admission. 


Fig.  5.  Case  ti.  M.  Radiograpn  oi 
chest  thirteen  days  after  admission.  Feb- 
rile reaction  for  first  six  days;  temper- 
ature normal  thereafter. 


±'ig.  6.  Case  A.  C.  Radiograph  of 

chest  on  admission.  Note  location  of 
pneumonic  process  in  right  upper  lobe. 


Fig.  7.  Case  A.  C.  Radiograph  of  chest 
twenty  days  after  admission.  Fettrile 
reaction  for  first  six  days ; temperature 
normal  thereafter. 


Fig.  y.  Case  R.  W.  Radiograph  of  Fig.  10.  Case  F.  V.  Radiograph  o 1 

chest  fifty-three  days  after  admission.  chest  on  admission. 

Febrile  reaction  for  first  nine  days; 
temperature  normal  thereafter. 


Fig.  8.  Case  R.  W.  Radiograph  of 
chest  on  admission. 


Fig.  11.  Case  F.  V.  Radiograph  of 
chest  twenty-six  days  after  admission. 
This  patient  had  a temperature  of  99 
F.  on  the  morning  of  his  second  hospital 
day;  during  the  rest  of  his  stay  in  the 
hospital,  his  temperature  was  not  normal. 


PRIMARY  ATVI’K’.M.  P.nkumoma 

Bronchitis : An  x-ray  of  the  chest  is  usually 
necessary  to  make  the  differentiation.  The  border- 
line between  the  two  conditions  is  not  very  sharply 
defined,  however,  either  clinically  or  roentgenolo- 
gically. 

Lobar  and  lobular  pneumonia:  Pulse  and  respira- 
tory rates  are  more  elevated;  the  white  blood  count 
is  higher;  the  sputum  is  more  profuse  and  may  be 
of  a different  type,  for  example,  the  rusty  sputum 
of  lobar  pneumonia;  the  physical  findings  and  the 
x-ray  findings  correspond  more  closely;  the  bacteria 
can  be  found  in  the  sputum;  the  response  to  the 
sulfonamides  is  more  marked. 

Pulmonary  tuberculosis:  At  times  the  roentgeno- 
graphic  appearance  of  the  lesions  of  atypical  pneu- 
monia simulate  those  of  tuberculosis.  Serial  x-ray 
studies,  the  presence  of  tubercle  bacilli  in  the  sputum, 
and  the  clinical  course  will  distinguish  between  the 
two  conditions. 

Psittacois,  Q fever,  and  pulmonary  coccidiomy- 
cosis  may  be  confused,  but  they  are  uncommon  and 
the  isolation  of  the  infectious  agent  or  the  appro- 
priate immunological  reactions  will  distinguish  them 
from  atypical  pneumonia. 

Prognosis 

The  prognosis  is  good,  and  in  our  series  of  cases 
there  have  been  no  fatalities.  Unfortunately,  mili- 
tary regulations  prohibit  the  disclosure  of  the  num- 
ber of  cases  in  our  series.  There  are  no  clear-cut 
complications.  We  have  seen  no  complicating 
pleural  effusion  or  empyema.  Even  though  the  mor- 
tality is  nil,  the  morbidity  is  considerable.  Mor- 
bidity is  especially  important  in  military  medicine. 
Some  of  our  patients  have  required  hospitalization  of 
more  than  thirty  days;  one  patient  was  hospitalized 
for  over  sixty  days.  The  average  period  of  hospital- 
ization was  from  three  to  three  and  one-half  weeks. 
To  be  discharged,  a patient  must  not  only  be  free  of 
fever,  but  his  lung  fields  must  present  normal  x-ray 
findings.  The  latter  may  be  difficult  to  attain.  In 
civilian  practice,  where  the  patient  may  do  lighter 
work  than  usual  or  work  only  part-time,  this  may  not 
be  so  important.  In  military  practice  the  patient  must 
be  capable  of  full  duty  when  he  is  discharged  from  the 
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hospital.  Such  lesions  therefore  must  be  completely 
cleared.  Perhaps  this  accounts  in  part  for  the  absence 
of  recurrence  and  relapse. 

Treatment 

We  have  used  various  sulfonamide  preparations — 
sulfanilamide,  sulfapyridine,  sulfathiazole,  and  sulfa- 
diazine— and  are  doubtful  as  to  their  efficacy.  At 
the  present  time,  we  use  them  only  if  the  patient 
is  unusually  toxemic  or  if  the  temperature  is  ex- 
cessively high.  We  have  found  that  such  cases  seem 
to  do  slightly  better  when  sulfonamides  are  given; 
in  the  average  case,  the  course  of  the  disease  is  not 
changed. 

Symptomatic  and  supportive  treatment  give  good 
results.  Headache  and  pain  are  controlled  by  anal- 
gesics. Cough  is  alleviated  by  cough  mixtures 
containing  expectorants  and  small  doses  of 
codeine.  Fluids  should  be  forced;  liquid  or  soft  diet 
is  given  during  the  acute  phase;  sedation  may  be 
necessary. 

When  cyanosis  is  present,  oxygen  given  with  a 
BLB  mask,  a few  minutes  each  hour,  has  given 
excellent  results. 

If  sulfonamides  are  used,  they  should  be  given  in 
the  same  way  as  in  the  ordinary  type  of  pneumonia, 
that  is,  4 grams  on  admission  and  1 gram  every  four 
hours,  day  and  night. 

Summary 

1.  Primary  atypical  pneumonia  is  frequently 
encountered  among  the  military  personnel  in  this 
area. 

2.  The  usual  clinical  findings  are  cough,  head- 
ache, muscular  aches,  chilly  sensations,  fever,  and 
variable  chest  findings. 

3.  An  x-ray  of  the  chest  is  necessary  for  ac- 
curate diagnosis. 

4.  The  mortality  is  negligible,  but  the  mor- 
bidity is  high,  making  the  disease  an  important 
problem. 

5.  Treatment  is  essentially  symptomatic,  but  in 
a few  selected  cases,  sulfonamides  may  be  used. 
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Primary  Atypical  Pneumonia  in  Hawaii 

Albert  G.  Bower 
Commander,  M.C.-V.  (S),  U.S.N.R. 


For  the  past  two  winters  in  the  Naval  Hospital 
;t  Pearl  Harbor,  we  have  been  seeing  a bizarre  group 
){  atypical  pneumonias,  quite  different  in  clinical 
aspects  and  course  from  the  customary  lobar  and 
broncho-pneumonias,  and  from  influenza  complicated 
by  pneumonia. 

The  majority  of  cases  occur  in  the  age  group 
20  to  30.  The  onset  is  typically  very  insidious,  the 
early  symptoms  being  mild  and  consisting  of  vague 
headache,  anorexia,  malaise,  and  lumbar  backache 
with  some  degree  of  aching  in  the  extremities,  par- 
ticularly the  legs.  Asthenia  and  languor  are  noted 
by  the  second  or  third  day,  and  chilliness  is  present 
in  over  half  the  cases  by  the  third  or  fourth  day. 
Cough  is  often  delayed  in  appearance.  In  many 
instances  severe,  intractable  frontal  headache  lasting 
several  days  is  the  chief  complaint.  In  some  in- 
stances, the  onset  is  with  a true  chill,  and  in  these, 
roentgenograms  taken  immediately  show  consolida- 
tion or  other  abnormalities  in  practically  every  case. 
In  a very  few  instances  joint  pains  occur  concomi- 
tantly with  the  generalized  muscular  aching.  These 
patients  are  usually  much  depressed. 

Greenish  or  white  mucopurulent  material  is  usu- 
ally raised  on  coughing  by  the  third  or  fourth  day, 
but  in  only  two  instances  have  we  seen  rusty  spu- 
tum, and  blood-tinged  sputum  has  been  absent. 

Fever  usually  is  not  high.  It  varies  widely  in 
each  twenty-four-hour  period,  being  highest  as  a 
rule  on  admission  and  in  the  mornings,  tending 
toward  normal  by  evening.  At  times  the  pulse  rate 
has  been  very  high,  but  as  a rule  it  is  lower  than 
expected  for  the  degree  of  fever  present.  In  the 
prodromal  stage,  fever  is  usually  low  (99  to  100  F.) 

Positive  physical  findings  consistently  lag  far 
behind  those  obtained  with  x-ray.  In  some  very  sick 
individuals,  the  roentgenographic  changes  are  pro- 
nounced, but  so  central  that  no  slightest  adventitious 
findings  are  present  upon  physical  examination. 
Again,  merely  suppressed  breath  sounds,  impaired 
resonance,  or  a few  fine,  crackling  rales  which  dis- 
appear on  coughing  may  be  heard.  In  most  of  the 
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severer  cases,  true  tubular  or  bronchial  breathing 
is  heard,  and  this  tends  to  reach  its  fastigium 
when  the  tendency  of  the  fever  is  to  disappear. 
Asthenia  tends  to  be  prolonged  during  convalescence 
in  these  severer  cases. 

In  over  half  our  cases  the  white  blood  count 
was  under  7,000,  and  in  those  showing  10  to  11 
thousand,  the  tendency  was  to  drop  to  normal  or 
lower  upon  adequate  hydration.  The  picture  is 
bizarre.  While  a large  percentage  showed  a normal 
neutrophile  count,  large  monocyte  counts  of  8 to  17 
were  not  unusual,  though  lymphocytes  were  seldom 
increased.  Anemia  was  conspicuous  by  its  absence. 
Leukopenias  to  4,000  were  noted.  Pneumococci  were 
very  rarely  present,  and  in  only  two  instances  were 
they  type-specific  when  found. 

There  were  no  characteristic  x-ray  findings.  These 
varied  from  minor  patchy  infiltrations  to  the  pic- 
ture of  a true  lobar  pneumonia.  In  the  most  severe 
cases  the  widespread,  floccular,  "snowflake”  appear- 
ance of  the  lobar  shadows  persisted  sometimes  for 
weeks  following  defervescence  and  abeyance  of 
symptoms. 

The  differential  diagnosis  is  comparatively  easy 
after  a number  of  these  atypical  cases  have  been 
seen,  but  one  must  always  be  on  guard  against 
missing  some  of  the  other  communicable  diseases 
giving  normal  or  diminished  white  counts,  chills, 
low  pulse-fever  ratios,  and  bronchitis  or  pneumonia. 
Typhoid  is  not  so  much  to  be  feared,  because  of  its 
extremely  low  incidence  in  the  Naval  service  through 
immunization.  Influenza,  brucellosis,  and  malaria 
are  to  be  considered. 

The  etiology  is  undetermined.  Treatment  is  en- 
tirely supportive  and  symptomatic;  with  the  ex- 
ception of  those  cases  secondarily  infected  with  pyo- 
genic cocci,  as  evidenced  by  a high  white  count, 
sulfa-drugs  are  entirely  useless,  and  may  add  to 
the  burden  of  the  patient’s  defense.  In  the  few  very 
critical  cases,  oxygen  has  been  helpful,  and  we  be- 
lieve they  have  been  made  more  confortable  and 
the  duration  shortened  through  the  intramuscular 
injection  of  10  grains  (0.6S  gm.)  'of  camphor  every 
eight  hours.  This  tends  to  increase  the  ventilation 
of  the  lungs  and  affords  general  support  to  the 
circulatory  system. 
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Special  Considerations  in  the  Repair  of  Facial  Injuries 

Michael  Gurdin,  m.d. 

Lieutenant,  M.  C.,  U.S.N.R. 


That  "A  man’s  face  is  his  fortune”  may  not 
be  entirely  true,  but  there  can  be  no  denying  that 
a disfigured  face  is  a catastrophe  in  any  station  of 
life.  Exposure  renders  the  face  susceptible  to  trauma 
more  often  than  any  other  part  of  the  body,  except 
the  extremities,  and  every  doctor,  irrespective  of 
his  specialty,  is  called  upon  to  treat  facial  injuries 

Aside  from  the  usual  considerations  of  preserva- 
tion of  life  and  function,  the  prevention  of  dis- 
figurement must  play  an  inordinately  important 
part  in  the  treatment  of  injuries  of  the  face  if  these 
patients  are  to  return  to  a normal  social,  economic 
and  psychological  life.  The  attainment  of  this  im- 
portant objective  calls  for  the  application  of  the 
finest  surgical  judgment  and  the  employment  of 
accurate  surgical  technique. 

The  ultimate  aim  is  primary  union  of  the  in- 
jured tissues.  In  many  cases  primary  union  will 
eliminate  the  necessity  of  secondary  repair;  in  the 
others  it  will  minimize  secondary  repair  and  facili- 
tate the  final  result.  In  those  cases  requiring  second- 
ary repair  we  can  facilitate  this  repair  by  (1)  pre- 
venting infection;  (2)  preserving  all  vital  tissue; 
(3)  preventing  stitch  marks;  and  (4)  avoiding 
badly  placed  scars  in  debridement  or  relaxation  in- 
cisions. 

Diagnosis 

Every  injured  patient  is  entitled  to  a thorough 
physical  examination.  All  injuries,  of  course,  are 
treated  in  relation  to  their  seriousness  and  urgency, 
shock  and  intracranial  injury  being  of  primary  con- 
sideration. Fracture  of  the  facial  bones  must  be 
diagnosed  and  properly  treated.  It  is  well  to  re- 
member that  these  fractures  are  not  ordinarily  seen 
in  routine  skull  roentgenograms;  it  is  wiser  to  sus- 
pect them  from  physical  signs,  confirming  these 
suspicions  by  x-rays  of  the  special  bones  involved. 
The  following  physical  signs  should  be  looked  for: 

Assymmetry  of  the  palpebral  fissures 
Ecchymosis  of  the  eyelids 
Infraorbital  anesthesia 
Assymmetry  of  the  cheek  prominences 
Nasal  deformity 
Malocclusion  of  the  teeth. 

Diplopia 

Preparation  for  Surgery 

Having  uppermost  in  mind  the  prevention  of 
infection,  the  surgeon  should  observe  strictest  asep- 
tic precautions.  Emergency  bandages  are  removed 
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from  the  wounds  and  active  bleeders  picked  up  with 
sterile  mosquito  forceps,  being  careful  to  clamp  only 
the  vessel.  General  anesthesia  is  rarely  needed,  but 
if  it  is,  intravenous  sodium  pentothal  is  preferred. 
The  area  surrounding  the  wound  is  shaved  and 
cleansed  with  a mild  white  soap  and  sterile  water. 
Hydrogen  peroxide  is  useful  in  removing  dried  blood; 
ether  or  carbon  tetrachloride  will  facilitate  the  re- 
moval of  grease.  Imbedded  dirt  and  road  grime  must 
be  completely  removed  to  prevent  tattooing  and  a 
permanent  "dirty  face.”  Ordinarily  these  particles 
can  be  picked  out  or  washed  off  with  a fat  solvent 
but  occasionally  it  is  necessary  to  use  a rather  stiff 
scrubbing  brush.  This  procedure  will  traumatize  the 
area  but  since  the  skin  is  already  abraded,  a deeper 
abrasion  is  preferable  to  a permanent  discoloration. 
Tincture  of  green  soap  or  a chemical  antiseptic  should 
never  be  poured  into  an  open  wound  of  the  face. 

Surgical  Repair 

Debridement  in  facial  injuries  must  be  extremely 
conservative.  A few  millimeters  of  tissue  lost  from 
the  tip  of  the  nose,  the  rim  of  the  ear,  the  angle  of 
the  mouth,  or  the  canthus  of  the  eye,  may  mean 
painful  and  costly  subsequent  repair,  permanent  dis- 
figurement, or  both.  Not  one  millimeter  of  potent- 
ially viable  tissue  should  be  sacrificed  at  the  primary 
repair.  Doubtful  tissue  should  be  treated  as  viable 
and  every  attempt  made  to  conserve  it  by  warm 
packs,  supportive  dressings  and  the  avoidance  of 
further  traumatization  by  sutures.  We  have  often 
been  pleasantly  surprised  by  the  healthy  appearance 
of  a flap  which  twelve  hours  before  had  been  of 
very  doubtful  viability. 

Frankly  macerated  and  devitalized  tissue  should, 
of  course,  be  debrided.  A razor-edge  knife  should  be 
used;  skin  should  never  be  "clipped”  with  scissors. 
"Flap”  or  "tongue”  lacerations  should  be  loosely 
sutured  to  the  periphery  of  the  wound  to  prevent 
retraction  and  then  treated  with  a pressure  bandage 
in  the  manner  of  a free  skin  transplant. 

Hie  slogan  of  every  doctor  with  a needle  and 
thread  in  his  hand  doing  facial  repair  should  be  ap- 
proximation without  strangulation.  Suturing  must 
be  atraumatic  and  accurate.  These  two  ideals  can- 
not be  accomplished  by  using  abdominal  or  ortho- 
pedic instruments,  nor  can  such  a closure  be  ac- 
complished on  the  face  by  the  use  of  skin  clips. 
Ordinarily  we  do  not  care  to  chance  burying  non- 
absorbable tissue  in  a traumatic  wound,  but  use 
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000  plain  catgut,  both  for  tying  bleeders  and  for 
subcutaneous  approximation  of  tissue.  In  the  skin 
a very  fine  silk,  dermal,  or  horsehair  suture  is  used 
on  an  atraumatic  cutting  needle.  The  wound  edges 
are  picked  up  with  skin  hooks  (made  by  bending 
a No.  6 dental  explorer)  and  are  not  traumatized 
by  crushing  with  thumb  forceps.  Wound  edges  are 
never  approximated  under  tension.  If  proper  relaxa- 
tion cannot  be  obtained  by  undermining  the  wound 
edges,  the  raw  area  is  covered  either  by  a sliding 
flap  from  the  vicinity  of  the  wound  or  a free  graft 
at  the  time  of  primary  repair.  Often  the  proper 
application  of  a graft  about  a centimeter  in  dia- 
meter makes  the  difference  between  a good  repair 
and  a permanent  deformity. 

In  our  experience  sulfanilamide  or  sulfathiazole 
powder  dusted  into  wounds  of  the  face  definitely 
delays  healing  and  predisposes  to  serum  formation, 
but  these  mild  complications  are  infinitely  to  be  pre- 
ferred to  infection  and  should  be  risked  if  mechanical 
sterilization  of  the  wound  is  doubtful.  Tetanus  or 
tetanus-gas  bacillus  antitoxin  is  used  when  indicated. 

Dressings  and  Bandaging 

Dressings  must  be  purposeful,  never  routine.  A 
properly  applied  dressing  is  comforting  to  the  pa- 
tient, not  irritating.  Dressings  must  protect  the 
fresh  wound  from  trauma  and  infection,  prevent 
postoperative  hematoma,  and  promote  rest  for  the 
wound  and  surrounding  tissues.  If  these  objectives 
cannot  be  accomplished,  as  in  wounds  of  the  lips, 
dressings  should  be  eliminated  altogether,  keeping 
the  fresh  wounds  clean  with  peroxide  swabs  and 
coated  with  sterile  vaseline. 

Physiologic  rest  is  an  essential  factor  in  proper 
healing.  To  accomplish  this,  a head  bandage  is  used, 
laughing  and  talking  are  avoided,  and  a liquid  diet 
taken  through  a straw  is  prescribed  to  avoid  chew- 
ing. The  eyelids,  if  seriously  injured,  are  put  at  rest 
by  suturing  the  upper  and  lower  lids  together  and 
covering  with  a snug  eye-pad.  In  the  placement  of 
all  head  bandages,  and  in  ear  injuries  especially,  care 
should  be  taken  to  prevent  too  much  pressure  on  the 
ear.  In  bandaging  the  lacerated  external  ear,  after 
the  wound  is  covered  with  sterile  vaseline  gauze, 
the  space  between  the  posterior  surface  of  the  ear 
and  the  head  is  filled  with  cotton  wadding  cut  to 
fit.  The  anterior  surface  of  the  ear  is  accurately 
filled  with  cotton  pledgets,  wrung  out  in  saline  and 
packed  into  the  folds.  This  layer  is  covered  with 
cotton  wadding  and  gauze  fluffs  and  secured  by  a 
head  bandage.  This  method  effectively  "splints”  the 
external  ear  and  promotes  healing. 

Post-operative  Care 

Sulfa  drugs  are  given  postoperatively  when  in- 
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dicated.  In  clean  wounds  all  skin  sutures  are  removed 
after  forty-eight  to  seventy-two  hours.  All  sutures 
must  be  removed  in  ninety-six  hours  if  stitch  marks 
are  to  be  avoided.  Wound  edges  are  then  supported 
by  adhesive  strips.  Localized  serum  collections  in  the 
wound  are  evacuated  and  warm  compresses  are  em- 
ployed when  indicated. 

In  care  after  healing  has  occurred,  a great  op- 
portunity is  presented  for  turning  an  average  result 
into  a superior  one,  with  a resultant  extremely  grate- 
ful patient.  We  have  seen  poor  final  results  and 
dissatisfied  patients  because  these  patients  were  dis- 
charged as  soon  as  wound  healing  had  occurred. 
Remember,  not  only  the  patient,  but  his  family  and 
friends  also  see  the  fresh  scars  and  comment  on 
them,  often  disparagingly.  During  this  state  of  heal- 
ing the  patient  wants  to  feel  that  everything  pos- 
sible is  being  done  for  him. 

In  moveable  areas  we  like  to  support  the  wound 
edges  with  adhesive  and  relieve  tension  for  about 
six  weeks  after  the  stitches  have  been  removed.  Any 
scar  which  shows  a tendency  toward  thickening  or 
keloid  formation  is  promptly  treated  by  x-ray  or 
radium.  Residual  subcutaneous  induration  is  treated 
by  daily  warm  packs  followed  by  massage.  Although 
supervised,  this  latter  therapy  is  administered  by  the 
patient  at  home. 

Secondary  Repair 

Seldom  is  a primary  repair  so  successful,  or  so 
poor,  that  no  secondary  improvement  is  possible. 
In  cases  where  secondary  repair  is  frankly  indicated 
it  is  the  physician’s  responsibility  to  suggest  it.  In 
borderline  cases  a good  indication  is  the  patient’s 
attitude;  for  he  will  ordinarily  ask  if  further  im- 
provement is  possible.  In  such  cases  the  patient 
should  certainly  have  the  benefit  of  further  surgery 
if  at  all  possible.  Should  the  attending  physician 
consider  further  treatment  inadvisable,  this  respon- 
sibility should  be  shared  by  consultation.  Here  the 
suggestion  of  future  care  is  more  heartening  than 
a flat  denial. 

Secondary  repair  can  ordinarily  be  undertaken  in 
six  to  nine  months  after  primary  healing.  In  infected 
cases,  repair  should  not  be  undertaken  in  less  than 
twelve  months  after  complete  healing. 

Summary 

1.  The  cosmetic  result  is  extremely  important  in 
facial  injuries. 

2.  Avoid  stitch  marks  and  secondary  scars. 

3.  Debridement  must  be  conservative. 

4.  Dirt  imbedded  in  the  skin  must  be  removed. 

5.  Raw  surfaces  are  covered  at  the  primary  repair. 

6.  Bandaging  must  be  purposeful. 

7.  Post-operative  care  should  be  diligent. 

8.  Secondary  repair  is  advised  when  indicated. 
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To  the  patient  who  is  ill  or  care-obsessed  the 
administration  of  Ipral  may  mean  the  difference 
between  long,  dragging  hours  of  wakefulness 
and  a sound,  restful  sleep  closely  resembling  the 
normal. 

Used^for  more  than  fifteen  years  as  a safe,  effec- 
tive sedative,  Ipral,  an  intermediate  acting  bar- 
biturate, produces  a 6-  to  8-hour  sleep  from  which 
the  patient  awakens  generally  calm  and  refreshed. 
Dosage  is  small  .' . . absorption  and  elimination 
rapid  . . . and  cumulative  effects  avoidable  by 
proper  dosage  regulation. 


HOW  SUPPLIED 

Ipral  Calcium  (calcium  ethylisopropylbarbiturate)  in 
2-grain  tablets  and  in  powder  form  for  use  as  a sedative 
and  hypnotic.  % -grain  tablets  for  mild  sedative  effect 
throughout  the  day. 

Ipral  Sodium  (sodium  ethylisopropylbarbiturate)  in 
4-grain  tablets  for  pre-anesthetic  medication. 

Elixir  Ipral  Sodium  in  pint  bottles. 


For  literature  address  the  Professional  Service  Department, 
E.  R.  Squibb  & Sons,  745  Fifth  Avenue,  New  York,  N.  Y. 


XfflTUI fnrtltrnrt  Cl  C'btcrm  i etc  trt  #/»/»  A/TaJi/'nl  Profc 


tick  tock  t.ck  root  tick  tock 


A PEACE-TIME  NECESSITY  ADAPTED 
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EMERGENCIES... 


‘Lyovac’  Normal  Human  Plasma  is 
always  available  because  it’s  stable , 
portable,  and  practical 

Shock,  resulting  from  loss  of  blood  volume,  usually 
constitutes  the  immediate  threat  to  life  in  victims  of 
severe  burns,  iractures,  concussion,  and  other  forms 
of  trauma. 

Transfusion  of  plasma  is  specifically  indicated  in 
such  emergencies  because  the  powerful  osmotic  effect 
of  plasma  proteins  prevents  further  diffusion  of  fluid 
from  the  circulation  into  the  tissues.  Even  in  shock 
due  to  hemorrhage  plasma  can  and  should  be  adminis- 
tered to  restore  and  maintain  blood  volume  until  whole 
blood  is  obtained  to  replace  the  lost  erythrocytes.1 

Stable,  Portable  ’Lyovac’  Normal  Human  Plasma 
is  particularly  well  adapted  to  use  under  adverse  and 
mobile  conditions  and  can  be  kept  safely  without 
refrigeration  wherever  treatment  of  shock  may  be 


required  ...  in  accident  room  or  ambulance,  operat- 
ing room,  delivery  room,  or  offices,  in  first-aid  sta- 
tions and  mobile  disaster  units. 

Stability  is  assured  by  means  of  quick  freezing,  fol- 
lowed by  desiccation  and  storage  under  vacuum  in  a 
stoppered,  flame-sealed  glass  vial.  Restoration  is  simple 
and  rapid.  Each  250-cc.  unit  of  'Lyovac’  Normal  Human 
Plasma  provides  approximately  as  much  osmotically 
active  protein  as  500  cc.  of  whole  blood,  and  hypertonic 
(concentrated)  solutions  can  be  easily  prepared  when 
required. 

A 16%  reduction  of  the  list  price  of  'Lyovac’  Normal 
Human  Plasma  has  recently  been  made  as  a result  of 
improvements  developed  by  Sharp  & Dohme.  'Lyovac’ 
Normal  Human  Plasma  has  been  accepted  by  the  Council 
on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association. 

'LYOVAC' NORMAL  HUMAN  PLASMA 


1.  Annals  of  Surgery,  115:1125,  Jane.  1942 
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EDITORIALS 


POLITICS  VERSUS  HEALTH? 

When  a law  affecting  thp  public  health  is  pro- 
posed to  the  Legislature,  a fair  question  and  one 
deserving  of  a frank  and  honest  answer  would  be: 
Will  the  changes  proposed  by  this  measure  benefit 
the  health  of  the  community? 

Senate  Bill  No.  92,  passed  by  the  1943  Territorial 
Legislature,  signed  by  the  governor,  and  now  a law 
of  the  territory,  proposed  fundamental  changes  in 
the  organization  of  the  Territorial  Board  of  Health 
scrapping  in  their  entirety  statutory  guarantees  that 
the  Commissioner  of  Public  Health  be  an  individual 
of  proper  experience  and  educational  background, 
and  modifying  the  structure  of  the  Board  of  Health 
in  such  a way  as  to  make  it  easily  susceptible  to 
political  whims  and  idiosyncrasies. 

Yet  to  date,  to  the  best  knowledge  of  the  writer, 
not  one  word  or  argument  tending  to  indicate  that 
these  changes  will  make  for  better  health  conditions 
in  the  Territory  of  Hawaii  has  been  voiced,  either  by 
the  introducer  of  the  measure  or  by  those  who  voted 
for  it.  Not  one  improvement  in  public  health  ad- 
ministration is  possible  under  the  new  law  which 
was  not  possible  or  more  likely  of  accomplishment 
under  the  provisions  of  the  law  which  was  discarded; 
but  under  the  new  law  there  are  potent  possibilities 
for  deterioration  in  public  health  matters  against 
which  the  old  law  provided  definite  safeguards. 

The  essential  changes  in  the  law  have  to  do,  first 
with  the  appointment  of  and  the  qualifications 
prescribed  for  the  Commissioner  of  Health  (who  un- 
der the  new  law  is  designated  as  President  of  the 
Board  of  Health) ; and  secondly  with  the  manner 
of  appointment  and  the  terms  of  office  of  members 
of  the  Board  of  Health. 


The  repealed  law  provided  that  the  Commissioner 
of  Public  Health  should  be  appointed  by  the  Board 
of  Health;  the  new  law  places  the  power  of  ap- 
pointment in  the  hands  of  the  Governor  of  the 
Territory. 


The  repealed  law  provided: 

The  Territorial  Commissioner  of  Public  Health 
shall  be  qualified  as  follows:  He  shall  be  a 

duly  licensed  doctor  of  medicine  of  the  Terri- 
tory of  Hawaii  with  the  additional  qualifications 
as  listed  below,  or  he  shall  be  a medical  doctor 
who  shall  have  graduated  as  a doctor  of  public 
health  from  a recognized  school  of  public  health, 
both  course  and  school  being  subject  to  the  ap- 
proval of  the  Board  of  Health.  The  appointee  to 
the  position  of  Commissioner  of  Public  Health 
shall  have  had  in  addition  no  less  than  five 
years  of  practical  experience  in  general  public 
health  activities.  He  shall  have  a technical  or 
practical  knowledge  of  sanitary  science.  His 
experience  as  aforesaid  shall  have  been  acquired 
in  whole  or  in  part  by  active  public  health  work 
during  the  past  ten  years  and  in  any  event  it 
shall  have  been  the  equivalent,  in  the  opinion  of 
the  Board,  to  that  obtained  through  actual  full 
time  service  in  an  organized  public  health  de- 
partment of  a community  of  not  less  than  100,000 
population,  or  such  experience  shall  have  been 
acquired  as  a regular  commissioned  medical  of- 
ficer of  the  United  States  Public  Health  Service, 
of  the  United  States  Army,  or  of  the  United 
States  Navy,  through  active  service  for  not  less 
than  eight  years,  during  no  less  than  five  of 
which  said  commissioned  officer  as  aforesaid 
shall,  in  the  opinion  of  the  Board,  have  had  a 
practical  experience  in  general  public  health 
activities  equivalent  to  full  time  service  in  an 
organized  public  health  department  as  aforesaid. 
Provided  that  the  Board  may,  in  its  discretion, 
accept  in  lieu  of  the  foregoing  requirements  the 
certificate  of  the  Surgeon  General  of  the  United 
States  Public  Health  Service  that  an  applicant, 
because  of  the  duties  performed  by  him  to  the 
knowledge  of  said  Surgeon  General  is  suitably 
equipped  by  experience  and  training  to  act  as  a 
commissioner  of  Public  Health  of  the  Territory 
of  Hawaii. 
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Such  qualifications,  the  most  skeptical  must  ad- 
mit, provided  a reasonable  guarantee  that  the  man 
charged  with  the  supervision  ^nd  care  of  the  health 
of  the  people  of  the  territory  would  be  a man  cap- 
able o’  exercising  such  care  with  maximum  wisdom 
and  skill. 

The  law  as  passed  eliminated  all  reference  to 
qualifications,  but  leaves  the  power  of  selection  en- 
tirely in  the  hands  of  the  Governor. 

To  date,  there  appears  to  be  a certain  unanimity 
of  opinion  that  Governor  Stainback’s  appointments 
to  public  office  have  indicated  a fundamental  ap- 
preciation of  merit.  There  is  no  reason  to  believe 
that  he  has  any  intention  of  departing  from  what 
appears  at  this  time  to  be  his  policy  in  selecting 
men  for  important  public  office. 

However,  it  would  be  naive  to  believe  that  there 
were  not  purely  political  considerations  behind  the 
introduction  of  the  new  law,  and  its  easy  passage 
by  the  legislators;  or  to  assume  that  such  political 
influences  would  not  continue  to  be  exerted  in 
regard  to  appointments  to  or  administration  of  the 
Board  of  Health.  The  present  governor  may  be  im- 
mune to  such  influences,  but  there  will  be  other 
days  and  other  governors,  as  there  have  been  in 
the  past.  The  repealed  law  was,  in  public  health  mat- 
ters, some  degree  of  insulation  against  such  political 
considerations. 

The  defunct  law  provided  for  "staggering”  of 
the  terms  of  members  of  the  Board  of  Health.  The 
appointive  power  lay  with  the  governor,  but  mem- 
bers’ terms  of  office  overlapped  in  such  a way  that 
the  terms  of  two  expired  each  year,  and  no  governor 
in  one  term  would  ordinarily  appoint  a whole  new 
board. 

It  is  an  interesting  commentary  on  things  as 
they  are  in  Hawaii  that  this  provision,  passed  in 
1937  by  the  House  of  Representatives,  and  Senate, 
and  made  law  by  the  signature  of  the  Governor,  was 
arbitrarily  if  somewhat  irregularly  repealed  by  reso- 
lution of  the  1943  Senate,  demanding  the  resignations 
of  all  members  of  the  existing  board. 

The  law,  as  amended  by  the  1943  legislature, 
provides  for  the  appointment  of  the  whole  board 
by  the  governor  for  a four  year  term. 

The  bill  was  passed  by  both  houses,  signed  by 
the  governor,  and  is  now  a law. 


M.\  ncH-Ai’itn. 

So  much  for  water  that  is  over  the  dam. 

Analysis  of  the  new  law  and  its  provisions  re- 
veals nothing  that  need  necessarily  stand  in  the  way 
of  the  appointment  of  a highly  qualified  chief  health 
officer  of  the  territory  nor  of  a Board  of  Health, 
excellent  in  the  calibre  of  its  personnel  and  capable 
of  serving  well  the  health  needs  of  the  Territory.  Per- 
haps it  is  unfortunate,  but  it  is  nevertheless  fact,  that 
the  new  President  of  the  Board  of  Health,  review- 
ing the  temper  and  the  actions  of  the  1943  legis- 
lature, would  be  innocent  indeed  if  he  did  not  recog- 
nize that  it  will  be  expedient  first  to  study  well 
the  political  implications  of  his  policies  and  de- 
cisions before  evaluating  them  purely  from  a stand- 
point of  good  or  bad  public  health  policy. 

The  factor  determining  whether  a prospective 
government  physician  on  one  of  the  outlying  islands 
shall  be  appointed  is  likely  to  be  not  how  good  he 
is  as  a doctor,  or  whether  he  resides  in  the  district  he 
will  serve,  but  how  friendly  he  may  be  with  the 
senator  in  the  district. 

The  law  as  it  now  stands  places  the  entire  res- 
ponsibility for  appointment  of  the  President  and 

members  of  the  Board  of  Health  squarely  with  the 
governor.  His  responsibility  is  complete  and  un- 

equivocal. 

There  is  nothing  in  the  law  which  should  pre- 
vent the  governor  from  appointing  a well-qualified 
man, — although  if  a well  qualified  man  at  this  or 
some  future  time  is  not  available  in  the  Territory, 
the  residence  requirement  laws  will  certainly  handi- 
cap a governor  in  exercising  a proper  choice.  There 
is  much  reason  to  believe,  if  the  quality  of  Governor 
Stainback’s  previous  appointments  is  a criterion, 
that  the  man  he  selects  will  be  well  qualified;  also 

that  the  men  whom  he  will  name  to  the  Board  of 

Health  will  be  physicians  and  laymen  of  intelligence 
and  a high  sense  of  civic  responsibility. 

If  this  is  the  case,  wise  and  efficient  functioning 
of  the  Board  of  Health  will  be  assured  and  better- 
ment of  the  public  health  in  Hawaii  will  be  a natural 
consequence. 

But  one  fact  will  not  be  forgotten: 

The  law  which  was  to  keep  public  health  mat- 
ters in  Hawaii  out  of  politics  is  dead! 
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• Because  of  the  rapid  advances  which  are 
being  made  in  the  vitamin  field,  and  the 
increasing  emphasis  on  vitamin  therapy, 
Merck  & Co.,  Inc.  has  prepared  and  dis- 
tributed to  physicians  a series  of  Vitamin 
Reviews,  containing  up-to-date  and  factual 
information  concerning  these  important 
substances. 

A limited  number  of  complete  sets  of  these 
informative  booklets  have  been  gathered  in 
a convenient  slip-cover  container,  designed 
for  ready  reference  in  library  or  bookcase. 
Physicians  may  obtain  these  complete  sets 
so  long  as  the  supply  lasts.  The  coupon  is 
for  your  convenience. 
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PROGRESS  IN  INTERNAL  MEDICINE 


CORONARY  ARTERY  DISEASE 
Clinical  and  Pathological  Studies 

A new  term,  coronary  insufficiency,  has  ap- 
peared in  the  recent  medical  literature  of  coronary 
artery  disease.  It  appears  to  fill  an  important  place 
in  its  clinical  classification.  A number  of  studies  of 
the  past  few  years  have  shown  that  a simple  classi- 
fication signifying  coronary  arteriosclerosis  with  or 
without  associated  spasm  (angina  pectoris),  and  cor- 
onary artery  occlusion,  or  thrombosis,  or  both,  is  not 
adequate  in  either  a clinical  or  pathologic  sense. 

Clinical  studies  have  shown  that  atypical  cor- 
onarv  occlusion  is  not  infrequent.  Pollard  and  Har- 
v ill  in  1940  reported  32  or  8.5  per  cent  of  375 
cases  of  coronary  occlusion  as  "painless”  (Pollard, 
H.M.,  and  Harvill,  T.H.:  Painless  Coronary  Oc- 
clusion, Am.  J.  Med.  Sri.  199:628  [May]  1940). 
In  these  cases  the  outstanding  symptoms  were  dysp- 
nea, nausea  and  vomiting,  dizziness  or  fainting,  and 
collapse. 

The  occurrence  of  unsuspected  coronary  throm- 
bosis in  patients  with  hemiplegia  is  recorded  by 
Dozzi  (Dozzi,  D.  L.:  Unsuspected  Coronary  Throm- 
bosis in  Patients  with  Hemiplegia,  Ann.  hit.  Med. 
12:1991  [June]  1939).  Of  66  patients  suffering 
from  hemiplegia,  12  per  cent  had  electrocardio- 
graphic evidence  of  coronary  occlusion. 

Coronary  occlusion  may  occur  in  association 
with  (perhaps  initiated  by)  hemorrhage,  shock 
(postoperative),  or  pulmonary  embolism  and  other 
acute  circulatory  incidents.  In  these  cases  the  symp- 
toms of  the  associated  condition  may  overshadow 
and  mask  the  cardinal  diagnostic  signs  of  coronary 
infarction  and  so  make  it  appear  atypical. 

Furthermore,  clinical  and  pathologic  studies  show 
that  the  relationship  of  coronary  occlusion  to  myo- 
cardial infarction  is  not  clear-cut,  as  has  been  as- 
sumed in  the  past.  Well  marked  narrowing  or  even 
complete  occlusion  of  one  or  more  of  the  major 
coronary  arteries  and  their  primary  branches  is 
found  on  pathologic  examination  of  hearts  of  a 
considerable  number  of  individuals  who  have  no 
typical  cardio-vascular  signs  or  symptoms.  This  was 
brought  out  in  the  important  clinico-pathological 
studies  of  Blumgart,  ct.  al.  (Blumgart,  H.  L.;  Scle- 


singer,  M.  J.,  and  Davis,  D.:  Studies  on  the  Relation 
of  the  Clinical  Manifestations  of  Angina  Pectoris, 
Coronary  Thrombosis  and  Myocardial  Thrombosis 
to  the  Pathological  Findings,  Am.  Heart  J.  19:1 
[Jan.]  1940,  and  Blumgart,  H.  L.;  Sclesinger,  M.  J., 
and  Zoll,  P.  M.:  Angina  Pectoris,  Coronary  Failure 
and  Acute  Myocardial  Infarction.  The  Role  of  Cor- 
onary Occlusions  and  Collateral  Circulation,  J.A.M.A. 
116:91  [Jan.  ll]  1941).  They  published  several 
studies  based  upon  a special  coronary  artery  in- 
jection and  dissection  technic  applied  to  12  5 and 
finally  to  3 5 5 hearts.  The  failure  of  coronary  oc- 
clusion to  cause  serious  myocardial  damage  is  shown 
by  their  studies  to  be  due  to  the  establishment  of 
adequate  collateral  circulation.  Though  small  inter- 
artery communications  exist  in  all  hearts,  these  are 
inadequate  for  collateral  circulation  in  case  of  sud- 
den closure  of  normal  vessels.  Collateral  arterioles 
of  less  than  40  microns  were  not  found  in  normal 
hearts  no  matter  what  the  age  of  the  patient.  Where 
there  had  been  progressive  arteriosclerosis  of  the 
coronary  arteries,  however,  or  where  there  had  been 
pre-existing  hypertensive  or  valvular  heart  disease 
with  cardiac  hypertrophy,  the  coronary  inter-arterial 
communications  were  often  of  sufficient  size  to 
furnish  adequate  blood  supply  to  parts  of  the  myo- 
cardium whose  main  arterial  trunks  were  blocked. 
The  discrepancies  between  clinical  diagnosis  and  path- 
ologic conditions  in  the  heart  are  due  largely  to  the 
fact  that  the  terms  coronary  thrombosis  or  occlusion 
actually  refer  to  a pathologic  event  which  may  give 
rise  to  various  clinical  symptoms  and  signs  or 
indeed  to  none  (provided  collateral  circulation  is 
adequate).  The  symptoms  usually  designated  as  be- 
ing characteristic  of  coronary  obstruction  are  in  fact 
due  to  acute  myocardial  infarction. 

The  pathologic  findings  in  their  cases  of  angina 
pectoris  support  the  anoxic  theory  of  its  causation. 
In  all  cases  of  angina  pectoris  in  which  valvular 
disease  or  arterial  hypertension  was  absent,  thc-e  was 
pathologic  evidence  of  diminished  blood  supply, 
either  by  narrowing  or  by  actual  occlusion  of  one 
oi  more  of  the  main  coronary  arteries. 

Episodes  of  coronary  "failure”  differ  from  an- 
gina pectoris  in  the  longer  duration  of  the  attack 
and  in  some  instances  in  the  altered  character  of  the 
pain.  The  implication  is  that  myocardial  ischemia. 
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For  Complications 
As  Old  As  Time 


This  interesting  study  of  fetal  circulation 
is  taken  from  Antonin  Bossu's  Anthro- 
pologie  Etude  des  Organes,  Fonctions, 
Maladies  de  I'Homme  et  de  la  Dame 
published  in  Brussels  in  1847. 


IF  NEED  for  stimulation  of  labor 
■ arises  in  delivery  rooms,  obstetri- 
cians often  rely  upon  Pitocin*,  an 
oxytocic  of  many  advantages  and  de- 
pendable performance. 

Pitocin  consists  of  the  oxytocic  princi- 
ple of  the  posterior  pituitary  gland 
with  practically  none  of  the  pressor 
hormone.  Its  extremely  low  protein 
content  so  minimizes  possibility  of  sys- 
temic reaction  that  manv  physicians 
prefer  Pitocin  for  routine  management 
of  obstetric  patients. 

Pitocin  is  indicated  for  stimulation  of 
uterine  musculature  in  uncomplicated 
obstetrics,  increasing  tone  of  the  uterus 
by  direct  action.  It  is  widely  used  in 
uterine  inertia  during  the  second  stage 
and  to  check  uterine  hemorrhage. 
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being  more  prolonged,  results  in  greater  myocardial 
damage,  necrosis  and  eventually  fibrosis.  The  patho- 
logic studies  quoted  above  suggest  that  this  term 
should  have  a much  more  extensive  use  than  is 
common  in  the  clinical  classification  of  cases  of 
coronary  artery  disease. 

Classification  of  Coronary  Artery  Disease 

Following  the  work  of  these  authors  we  may 
then  recognize  three  clinical  grades  of  significant 
coronary  artery  disease  and  associated  myocardial 
damage;  namely,  (1)  angina  pectoris,  (2)  coronary 
insufficiency,  and  (3)  myocardial  infarction. 

Angina  Pectoris 

Angina  pectoris  is  an  indispensible  term,  partly 
because  of  long  usage.  Though  its  implications  are 
less  terrifying  than  formerly,  because  myocardial 
infarction  is  now  well  recognized  and  these  cases 
are  usually  separated  from  the  group,  it  usually 
has  serious  significance.  It  indicates  relative  cardiac 
ischemia,  that  is,  a blood  supply  insufficient  to  meet 
the  demands.  This  most  frequently  means  coronary 
artery  narrowing  and  probably  spasm. 

If  pain  occurs  only  with  markedly  increased 
demands,  its  significance  may  be  less  serious.  This, 
for  example,  may  be  the  case  when  it  appears  only 
after  excessive  muscular  activity  or  in  the  presence 
of  thyrotoxicosis,  paroxysmal  tachycardia  or  other 
disturbances  of  cardiac  rhythm.  In  these  instances  the 
cause  may  be  corrected  and  the  angina  controlled. 

If  mild  activity  or  excitement  bring  on  pain,  or 
if  symptoms  are  increasing  in  frequency  with  a de- 
creasingly  severe  existing  cause,  or  with  none,  the 
implications  are  much  more  serious.  . Any  attacks 
having  a duration  of  over  fifteen  to  twenty  minutes 
will  probably  cause  some  permanent  myocardial 
damage.  Such  cases  should  usually  be  classified  as 
coronary  insufficiency  or  failure. 

The  abrupt  onset  of  pain  with  exercise  or 
emotion,  its  short  duration,  and  its  complete  ces- 
sation with  the  institution  of  rest  or  exhibition  of 
nitroglycerine,  are  important  diagnostic  points  fav- 
oring angina.  Essentially  negative  elctrocardiographic 
findings  are  the  rule.  So-called  coronary  changes — 
ST  depression  and  elevation,  or  T wave  inversion — 
may  be  produced  by  exercise,  but  this  maneuver  is 
not  recommended  for  routine  practice  because  of 
rare  mortality  during  the  induced  attack.  Anoxia 
produced  by  inhalation  of  10  per  cent  oxygen  may 
he  a safer  procedure. 


Coronary  Insufficiency 

Coronary  insufficiency  is  differentiated  from 
angina  pectoris  by  the  longer  duration  of  the  attack 
and  in  some  instances  by  the  altered  character  of 
the  pain.  The  clear-cut  picture  of  myocardial  in- 
farction does  not  follow.  Shock  is  less  severe;  blood 
pressure  changes  are  less  marked;  heart  failure  is 
less  frequent;  and  fever,  leucocytosis  and  increase. I 
red  blood  cell  sedimentation  rate  are  absent  or  much 
less  conspicuous  than  in  cases  of  myocardial  in- 
farction. Electrocardiographic  changes  occur,  and 
may  be  the  only  signs  of  the  condition.  These  ab- 
normalities are  usually  maximal  on  the  initial  rec- 
ord and  rarely  progress  as  they  do  in  cases  with  large 
myocardial  infarction. 

Acute  episodes  of  coronary  failure  are  frequently 
precipitated  by  factors  which  seriously  reduce  the 
coronary  flow,  such  as  prolonged  tachycardia,  heart 
failure,  shock,  or  hemorrhage;  or  by  factors  which 
increase  the  work  of  the  heart  and  its  oxygen  re- 
quirement, such  as  hypertensive  crises,  infection,  or 
postoperative  complications.  Not  infrequently  the 
clinical  features  of  these  causal  factors  overshadow 
the  event  of  coronary  insufficiency.  Its  recognition 
then  may  depend  only  upon  electrocardiographic 
study.  One  should  bear  the  possibility  in  mind,  par- 
ticularly where  cardiovascular  disturbance  is  more 
severe  or  more  prolonged  than  would  be  expected 
from  the  exciting  cause.  If  demands  on  the  myo- 
cardium are  quickly  reduced  by  rest,  sedatives,  and 
control  of  abnormal  cardiac  rhythm,  and  if  circula- 
tion is  restored  by  prompt  treatment  of  shock  or 
hemorrhage,  extensive  structural  damage  may  be 
prevented. 

Myocardial  Infarction 

Myocardial  infarction  usually  presents  a clear- 
cut  clinical  picture.  The  diagnosis  is  based  upon  the 
occurrence  of  prolonged  precordial  pain  plus  evi 
dence  of  myocardial  necrosis.  Pain  not  infrequently 
has  its  onset  during  periods  of  rest  or  sleep  rather 
than  on  exertion.  Nitroglycerine  does  not  relieve  the 
pain,  morphine  in  full  doses  being  required  for  re- 
lief. Pain  is  usually  associated  with  shock  of  varying 
intensity.  Symptoms  of  cardiac  insufficiency  may 
quickly  develop. 

Fever,  leucocytosis  and  increased  sedimentation 
rate  are  constant  signs  of  myocardial  necrosis  and 
may  be  an  index  of  the  extent  of  the  heart  damage. 
Friction  rub  occurs  in  from  15  to  30  per  cent  of 
cases.  Electrocardiographic  changes  occur  in  a large 
percentage  of  cases,  probably  between  80  and  90 
per  cent,  and  this  percentage  may  be  increased  by 
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the  use  of  multiple  chest  leads.  Several  tracings 
should  be  taken  over  a period  of  observation  to 
record  changes. 

The  cause  of  mycardial  infarction  is  usually 
acute  coronary  obstruction,  but  it  may  not  be 
demonstrable  pathologically,  as  evidenced  by  the 
studies  of  Blumgart.  Therefore,  the  substitution  of 
the  term  coronary  obstruction  for  myocardial  in- 
farction is  not  correct.  Still  less  correct  is  the  use 
of  the  term  coronary  thrombosis  to  indicate  myo- 
cardial infarction;  for  it  has  been  found  in  other 
pathological  studies  that  coronary  obstruction  is  not 
caused  by  primary  coronary  thrombosis  in  the  ma- 
jority of  instances.  For  instance,  Horn  and  Finkel- 
stein  (Horn,  H.,  and  Finkelstein,  L.  E.:  Arterios- 
clerosis of  the  Coronary  Arteries  and  the  Mechanism 
of  Their  Occlusion,  Am.  Heart  J.  19:65  5 [June] 
1940)  found  that  intramural  capillary  hemorrhage 
into  an  arteriosclerotic  plaque  was  the  underlying 
pathologic  mechanism  of  coronary  obstruction  in  a 
larger  number  of  cases  (62.5  per  cent)  than  primary 
coronary  thrombosis  (37.5  per  cent). 

Prognosis  of  Myocardial  Infarction 

Ideas  regarding  prognosis  in  myocardial  infarc- 
tion have  also  changed  in  recent  years.  The  immediate 
mortality  was  previously  thought  to  be  about  50 
per  cent.  Recent  studies  have  shown  a considerably 
lower  mortality.  This  decrease  is  due  not  so  much  to 
any  improvement  in  manner  of  treatment  but  rather 
to  greater  accuracy  in  diagnosis:  many  cases  of  mild 
infarction  are  now  included,  which  previously  would 
not  have  been  recognized. 

Rosenbaum  and  Levine  (Rosenbaum,  F.  F.,  and 
Levine,  S.  A.:  Prognostic  Value  of  Various  Clinical 
and  Electrocardiographic  Features  of  Acute  Myocar- 
dial Infarction:  Immediate  Prognosis,  Arch.  Inf.  Med. 
68:913  [Nov.]  1941)  published  a study  of  208  pa- 
tients judged  to  have  suffered  from  their  first  attack 
of  myocardial  infarction.  The  immediate  mortality 
(i.e.,  within  one  month  of  onset)  was  33  per  cent. 
Still  lower  mortality  figures  have  been  recorded,  as 
those  of  Smith,  et  al.  (Smith,  C.,  Sauls,  H.  C.,  and 
Ballew,  J.:  Coronary  Occlusion:  A Clinical  Study  of 
100  Patients,  Ann.  lnt.  Med.  17:681  [Oct.]  1942) 
who  in  100  private  patients  had  an  immediate  mor- 
tality (i.e.,  within  twenty-one  days)  of  12  per  cent, 
and  a total  mortality  of  34  per  cent.  The  majority 
of  these  cases  died  in  subsequent  attacks  of  "coro- 
nary occlusion.” 

A careful  study  of  clinical  course  in  relation  to 
prognosis  was  made  by  Rosenbaum  and  Levine,  but 
no  infallible  prognostic  signs  were  found.  Their 


studies  indicate,  as  have  others,  that  severe  shock, 
extreme  drop  in  blood  pressure,  or  disturbance  of 
heart  function  (arrhythmias,  congestive  heart  fail- 
ure) are  bad  prognostic  signs.  High  and  persistent 
fever  or  tachycardia  are  also  bad  signs.  The  patient’s 
age  and  previous  heart  condition  have  a bearing  upon 
the  prognosis.  The  site  of  the  infarct  is  much  less 
important  than  previously  suggested.  The  mortality 
in  patients  with  anterior  infarction  was  practically 
the  same  (30  per  cent)  as  in  those  with  posterior 
infarction  (36  per  cent). 

The  follow-up  studies  of  cases  of  myocardial  in- 
farction made  by  the  same  authors  (Rosenbaum,  F. 
F.,  and  Levine,  S.  A.:  Prognostic  Value  of  Various 
Clinical  and  Electrocardiographic  Features  of  Acute 
Myocardial  Infarction:  Ultimate  Prognosis,  Arch, 
hit.  Med.  68:1215  [Dec.]  1941)  indicate  that  pa- 
tients may  return  to  a reasonably  normal  way  of 
life  for  some  years.  The  average  survival  period  for 
101  cases  known  to  have  died  was  forty-one  months. 
One-fourth  of  these  succumbed  within  one  year,  one- 
half  within  two  years  and  three-fourths  within  five 
years.  The  remainder  died  after  intervals  ranging 
from  five  to  twelve  years.  One  living  patient  was 
still  carrying  on  twenty-five  years  after  the  initial 
attack. 

Recovery  of  activity  was  favorable  in  the  group 
analyzed  by  these  authors.  These  were  records  for 
3 54  patients.  Of  these  30  per  cent  were  able  to 
return  to  full  activity,  45  per  cent  to  partial  ac- 
tivity and  22  per  cent  to  moderately  restricted  ac- 
tivity. Only  3 per  cent  were  completely  incap  ici 
tated. 

Sixty-three  per  cent  of  all  patients  manifested 
angina  pectoris  some  time  after  the  initial  attack  of 
myocardial  infarction,  but  only  2 8 per  cent  had  sub- 
sequent congestive  heart  failure. 

Summary  of  Practical  Points 

Beware  of  angina  pectoris  which  occurs  with 
increasing  frequency  and  with  less  effort. 

Increasing  duration  of  anginal  pain  or  change  in 
its  character  usually  means  definite  myocardial  dam- 
age. 

If  permanent  electrocardiographic  changes  are 
present  a diagnosis  of  either  coronary  insufficiency 
or  myocardial  infarction  should  be  made. 

Prompt  institution  of  rest  to  decrease  circulatory 
demands  will  frequently  prevent  further  myocardial 
damage. 
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Yes  ...  if  surgeons  could  only  operate  in  a high  temperature  autoclave 
they  wouldn’t  have  to  worry  about  selecting  a dependable  antiseptic 
for  preoperative  skin  disinfection.  Selecting  such  an  agent,  however, 
is  aided  by  the  results  of  an  independent  study  of  15  commonly-used  anti- 
septics.* On  the  oral  mucosa.  Tincture  Metaphen  reduced  bacterial  count  95% 
to  100%  within  jive  minutes;  produced  only  slight  irritation  in  some  cases, 
none  in  others ; and  had,  in  substantial  excess  of  any  other  antiseptic  tested, 
a two-hour  duration  of  action.  You  may  conveniently  obtain  Tincture 
Metaphen,  tinted  or  untinted,  in  1-fluidounce,  4-fluidounce,  16-fluid- 
ounce  and  1-gallon  bottles  through  all  prescription  and  hospital 
pharmacies.  Abbott  Laboratories,  North  Chicago,  Illinois. 

*Meyer,  E.,  and  Arnold*  L.  (1936),  Amer.  J.  Digest  Dis.,  5:418 
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11th  Edition  Now  Out 


Send  for  Copy 


The  Technique  of 
Fitting  Diaphragms 


A scries  of  charts  in  booklet  lorm  (6x0)  clearly  illustrating  the  tech- 
nique ol  fitting  diaphragms  by  the  physician,  now  accompanied  by 
the  Oiekinson-b  reret  Charts  in  two  colors.  For  use  by  the  physician 
in  explaining  the  technique  to  his  patient.  1 hese  charts  are  regarded 
as  the  most  helplul  explanatory  aid  on  the  subject  ever  published. 
FJcvcnth  edition  now  oi  it.  \\  rite,  or  use  coupon,  for  a copy. 


Holla  n^-Rantos 

Ocrm^a/ny,  Snc. 

551  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 


Holland-Rantos  Co.,  Inc. 

551  Fifth  Avenue 
New  York,  N.  Y. 

Without  cost,  please  send  your  booklet  on  hitting  I erlini<|ue  to: 

I >r 

Street 

( il\ .....Stale 
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Coronary  insufficiency  or  atypical  myocardial 
infarction  may  occur  in  association  with  other  con- 
ditions which  either  increase  circulatory  demands 
or  decrease  coronary  blood  flow. 

Causal  factors  such  as  paroxysmal  tachycardia, 
febrile  states,  hemorrhage,  and  postoperative  shock 
may  likewise  obscure  the  usual  symptoms  of  coro- 
nary insufficiency. 

Measures  to  reduce  the  circulatory  demands  and 
to  increase  coronary  blood  flow  should  be  promptly 
applied  in  persons  with  known  or  suspected  coronary 
artery  disease  who  develop  any  of  these  conditions. 

Adequate  collateral  circulation  occurring  in  pa- 
tients with  pre-existing  coronary  arteriosclerosis  or 


with  cardiac  hypertrophy  from  chronic  hyperten- 
sion or  valvular  disease  explains  the  discrepancies  be- 
tween clinical  diagnosis  and  pathological  findings 
in  many  cases  of  coronary  obstruction. 

Myocardial  infarction  is  the  term  which  should 
be  applied  to  the  syndrome  characterized  by  pro- 
longed shocking  precordial  pain  plus  evidence  of 
myocardial  necrosis. 

The  prognosis  in  myocardial  infarction,  though 
it  must  be  guarded,  may  be  favorable  not  only  for 
recovery  from  the  initial  attack  but  for  restoration 
to  at  least  moderate  work  capacity  for  a number  of 
years. 

S.  E.  Doolittle,  m.d. 


A PRESEIlTinG  FIVE  COUflCIL-fiCCEPTED  PRODUCTS... 

SANDOZ 

GYNERGEN 

For  prompt  relief  of  migraine. 

SCILLAREN* 

Cardioactive  glycosides  from  squill,  recognized  as  a reliable  cardiotonic. 

CALGLUCON* 

For  palatable  and  convenient  oral  calcium  therapy. 

D I G I L A N I D* 

Chemically  pure  glycosides  from  digitalis  lanata.  It  is  stable,  constant  and  well 
tolerated. 

SANDOPTAL* 

A safe  and  effective  hypnotic.  Well  tolerated  even  by  the  aged. 

Literature  and  samples  on  request. 

SANDOZ  CHEMICAL  WORKS,  Inc. 

New  York,  N.  Y.  San  Francisco,  Calif. 


* Trade  Marks  Reg.  U.  S.  Pat.  Off. 


Some  men 
are  so  clever! 

Take  my  boss  for  instance  . . . 

Yesterday,  I overheard  him  talking  to  another  doctor 
infant  feeding 


about 


"Jim,"  he  said,  "I’ll  tell  you  why  you  never  have  any  time 
to  spare.  You  get  yourself  tied  up  with  a lot  of  unnecessary 
work. 


"You  believe  in  prescribing  plain  cow's  milk  modified. 
Haven’t  you  found  out  that  S-M-A*  will  save  you  a lot  of 
unnecessary  questions?  Cut  out  a lot  of  bothersome 
arithmetic? 


"Heaven  knows,  we’re  busy  enough  as  it  is.  I'll  bet  you  a 
couple  of  tickets  for  the  big  game  that  with  S-M-A  on 
the  job — your  patients  won't  have  to  telephone  you  so 
often  to  ask  about  their  baby’s  formula." 

* ★ * 


Well,  you  can  see  why  I think  my  boss  is  so  clever. 

Why  don't  you  try  S-M-A  in  your  own  practice,  doctor? 
See  if  you  don't  like  it  better 


With  the  exception  of  Vitamin  C 
. . . S-M-A  is  nutritionally  complete. 
Vitamins  B,.  D and  A are  included 
in  adequate  proportion  . . . ready  to 
feed.  Their  presence  in  S-M-A  pre- 
vents the  development  of  subchnical 
vitamin  deficiencies  . . . because  the 
infant  gets  all  the  necessary  vitamins 
right  from  the  start. 


S-M-A  has  still  another  highly  im- 
portant advantage  not  found  in  other 
modified  milk  formulas.  It  contains 
a special  fat  that  resembles  breast 
itoilk  fat  . . . resembles  it  chemically 
and  physically — according  to  im- 
partial laboratory  tests.  S-M-A  fat  is 
more  readily  digested  and  tolerated 
by  most  infants  than  cow's  milk  fat. 


The  infant  food  that  is 
nutritionally  complete 

•reg.  u.  s.  pat.  off. 


S.  M.  A.  Corporation 
8100  McCormick  Boulevard 
Chicago,  Illinois 


S-M-A,  a trade  mark  of  S.M.A.  Corporation,  for  its  brand  of  food 
especially  prepared  for  infant  feeding — derived  from  tuberculin- 
tested  cow  s milk,  the  fat  of  which  is  replaced  by  animal  and  veg- 
etable fats,  including  biologically  tested  cod  liver  oil;  with  the  addi- 


tion of  milk  sugar  and.  potassium  chloride;  altogether  forming  an 
antirachitic  food.  When  diluted  according  to  directions,  it  is  essen- 
tially similar  ro  human  milk  in  percentages  of  protein,  fat,  carbohydrate 
and  ash.  in  chemical  constants  of  the  fat  and  physical  properties. 


RECENT  ADVANCES  IN  SURGERY 


SIMPLIFIED  TREATMENT  OF  FRACTURES 
OF  THE  HUMERUS 

The  treatment  of  fractures  of  the  humerus,  and 
of  the  shaft  in  particular,  has  been  in  the  past  a 
difficult  problem.  They  were  often  followed  by 
unfavorable  sequelae,  such  as  non-union  or  perma- 
nent disability  from  joint  stiffness  as  a result  of 
prolonged  immobilization  in  casts,  splints  or  traction 
apparatus.  No  one  method  of  treatment  was  much 
superior  to  another  and  all  were  more  or  less  un- 
satisfactory. 

In  193  3 Dr.  J.  A.  Caldwell1  first  advocated  the 
use  of  the  hanging  plaster  cast  in  the  treatment  of 
certain  types  of  fractures  of  the  humerus.  Since  that 
time  the  method  has  been  enthusiastically  adopted 
by  an  increasing  number  of  surgeons.  Results  have 
been  no  less  than  startling.  It  seems  to  have  brought 
the  treatment  of  fractures  of  the  humerus  to  an 
extremely  simple  and  fool-proof  stage. 

The  method  is  simplicity  itself;  it  is  merely  the 
application  of  a loose  fitting  circular  cast  composed 
of  three  to  four  rolls  of  4 inch  plaster  reaching 
from  the  wrist  to  a comfortable  height  in  the  axilla. 
The  cast  functions  by  gravity  traction,  being  sus- 
pended near  the  wrist  by  a sling  around  the  neck. 
A piece  of  felt  is  embodied  in  the  cast  and  placed 
over  the  ulnar  styloid.  The  elbow  is  bent  at  a right 
angle  and  the  forearm  placed  in  mid  pronation.  A 
pad  in  the  axilla  or  near  the  elbow,  shortening  or 
lengthening  the  sling,  will  easily  correct  any  undue 
angulation  of  the  fragments.  The  patient  is  in- 
structed as  to  the  modus  operandi  of  the  treatment 
and  warned  to  keep  the  cast  dependent  at  all  times 
and  not  allow  it  to  rest  on  the  arm  of  a chair  or 
other  convenient  ledges.  Manipulation  is  occasion- 
ally necessary  before  the  cast  is  applied,  but  in  most 
cases  satisfactory  reduction  will  automatically  take 
place.  The  method  is  applicable  to  nearly  all  frac- 
tures of  the  humerus  except  those  involving  the 
supracondylar  area. 

First  impressions  of  the  method  are  invariably 
the  same — it  is  thought  that  immobilization  is  not 
attained.  This  is  undoubtedly  true,  but  the  excellent 
reports  of  substantial  series  in  the  literature  and  the 
results  in  a small  number  of  personal  cases,  two  of 
them  compound,  have  been  highly  satisfactory  to 
say  the  least.  Not  only  are  the  results  as  far  as 


rapid  union  and  alignment  good,  but  the  patient 
is  made  comfortable  and  ambulatory  far  more  ra- 
pidly than  with  any  other  method.  Stiffness  of 
shoulder  and  other  joints  are  minimal  since  active 
motion  is  permitted  and  possible  almost  at  once. 
Complicated  and  expensive  casts  and  splints  are 
eliminated.  In  these  days  of  crowded  hospitals,  and 
in  the  event  of  another  blitz,  these  are  no  small 
factors. 

In  short,  it  is  a simple,  effective  method  of  treat- 
ment that  requires  a fraction  of  the  special  knowl- 
edge and  time  formerly  allotted  to  the  problem  of 
a fractured  humerus. 

C.  M.  Burgess,  m.d. 
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STANT  ALERT! 


Gilm,  steady  nerves  and  all-around  good  health  are 
essential  during  times  such  as  we  are  living  through 
today.  Regular  daily  intake  of  the  Vitamin  B Com- 
plex as  a dietary  supplement  will  help  maintain 
the  full  integrity  of  nerve  tissues.  • GALEN  "B”* 
is  an  entirely  natural  concentrate  derived  from  rice 
bran.  It  supplies  the  entire  Vitamin  B 
Complex  in  essentially  the  same  pro- 
portions in  which  it  is  removed  from 
our  diet  as  the  result  of  the  milling 
of  cereals.  Galen  "B”  is  thus  ideally 
balanced  as  a supplement  to  the  aver- 
age diet.  Designed  for  regular  every 
day  use,  not  only  as  a medicine, 
but  as  an  essential  food  adjunct. 


*Trade  Mark — Copyright  1943,  Galen  Company 


CLINICO-PATHOLOGIC  COMMENT 


REVERIES  OF  A SENESCENT  PATHOLOGIST 
Bacteriology  versus  Histopathology 

Bacteriology  is  the  step-child  of  the  average 
clinico-pathological  laboratory;  histo-pathology  is 
the  pampered,  spoiled  darling.  All  this  is  true  for 
quite  a number  of  reasons  but  primarily  for  two. 
First,  the  director  of  the  laboratory  is  usually  not 
well  qualified  in  bacteriology,  for  he  took  his  in- 
adequate course  in  that  subject  too  early  in  his  aca- 
demic career  to  have  the  proper  perspective  of  its 
clinical  importance,  and  because  that  course  prob- 
ably was  taught  by  a Ph.D.,  on  the  fringe  of  med- 
icine, interested  only  in  some  abstruse  problem  of 
his  own,  unrelated  to  clinical  medicine.  During  his 
interneship  and  residency  in  pathology,  bacteriology 
was  in  the  hands  of  some  overworked  technologist, 
so  busy  making  culture  media  that  she  had  no  time 
to  teach  him  the  modern  refinements.  Secondly,  the 
instruction  he  got  as  resident  in  pathology  from  the 
exalted  professors  was  almost  exclusively  gross  and 
microscopic  pathology  (most  of  it  autopsy  in- 
struction from  these  professional,  lineal  descendants 
of  Rokitansky  and  Virchow,  who  remain  forever 
faithful  unto  Death).  Further,  histopathology  is 
usually  about  the  only  thing  the  director  of  the 
laboratory  can  do  better  than  any  of  his  employed 
technologists.  Histo-pathology  is  about  the  only 
branch  of  laboratory  medicine  that  is  immune  from 
the  encroachment  of  the  technologist  or  the  Ph.D. 
on  the  fringe  of  medicine,  for  it  takes,  and  always 
will  take,  not  only  a degree  of  M.D.  and  training 
in  clinical  medicine,  but  an  advanced  training  in 
pathology  to  differentiate  between  a neoplastic  cell 
and  an  exudative  one,  or  between  a histiocyte  and 
a fibroblast. 

So  usually,  in  the  average  laboratory — private, 
clinic,  or  hospital — histo-pathology  gets  the  cream 
and  the  poor  step-child,  bacteriology,  gets  the 
skimmed  milk. 

Other  factors  also  have  helped  bring  this  to 
pass.  Long  ago  the  municipal,  state  and  federal  public 
health  authorities,  who  were  not  interested  in  neo- 
plastic disease  except  from  a statistical  point  of 
view,  were  quite  properly  very  interested  in  the 
infectious  diseases  that  might  assume  epidemic  pro- 
portions, as  well  as  in  their  etiologic  factors — bac- 


teria and  the  viruses.  They  established  often  quite 
competent  laboratories  which  were  available  to  the 
practitioners  without  fee  or  charge  (taxes  paid  for 
all  this)  for  the  diagnosis  of  the  enteric  diseases, 
diphtheria,  meningitis,  tuberculosis,  plague,  typhus, 
pneumonia,  tetanus,  tularemia,  actinomycosis,  and 
now,  more  latterly,  syphilis  and,  with  vim,  vigor  and 
cultures,  gonorrhea.  The  private  practitioner  of 
laboratory  medicine  ("laboratory  medicine”  really 
is  as  specialized  a branch  of  the  practice  of  medicine 
as  is  otolaryngology  or  surgery)  who  had  to  work 
for  a fee  to  pay  his  technologists  and  feed  his  family 
could  not  compete  with  the  free  public  health  lab- 
oratory, so  demands  for  bacteriologic  examinations 
became  more  rare  and  he  lost  interest  in  the  subject. 

Besides,  he  had  to  keep  on  hand  at  all  times  a 
large  variety  of  culture  media,  expensive,  tedious 
to  prepare,  and  prone  to  dry  out,  which  became  use- 
less before  a demand  for  it  appeared. 

Above  and  beyond  all  that,  even  more  deficient 
in  the  science  of  bacteriology  than  the  director  of 
the  laboratory  was  the  clinician  who  patronized  him. 
(The  word  "patronized”  is  used  deliberately,  with 
my  tongue  in  my  cheek.)  The  material  which  the 
average  clinician  brought  to  the  laboratory  for  bac- 
teriologic investigation  would  have  made  Pasteur 
or  Koch  tear  each  hair  that  remained  to  them. 

These  and  other  factors  combined  their  male- 
volent influences  to  the  end  that  now  bacteriology 
is  the  step-child  of  the  average  clinico-pathological 
laboratory. 

Parasitology 

Parasitology,  too,  is  on  the  wane;  but  who  cares? 
It  was  usually  a nasty,  unsatisfactory,  stinking  job. 
With  more  soap  and  water,  a higher  standard  of 
living,  more  efficient  food  inspection,  screened 
houses,  and  highly  efficient  anti-rat  campaigns  such 
as  we  have  had  here  in  Hawaii,  the  importance  of 
parasitology  dwindles.  Who  cares  whether  15  or  20 
per  cent  of  the  citizens  have  a few  encysted  trichinae 
larvae  in  their  bodies?  Each  also  has  a few  warts, 
some  nevi,  and  a few  telangiectases  equally  harmful. 
But  when  the  boys  come  home  from  Australia,  New 
Zealand,  Guadalcanal,  Samoa,  Cape  Horn  and  Cape 
Hope,  and  way  points,  we  may  take  a renewed  in- 
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terest  in  this  neglected  subject.  Hawaii  sits  tremb- 
lingly, watching  the  yellow  fever  virus  and  the 
vector  of  malaria. 

Hematology 

Hematology  has  been  on  the  up  and  up.  There 
are  57  varieties  of  methods  for  determining  hemo- 
globin and  of  estimating  normal  percentages.  And 
where  there  is  argument,  there  is  interest.  When  it 
was  found  that  the  liver  that  we  used  to  feed  to  the 
cat  would  cure — or  relieve — pernicious  anemia,  the 
clinician  perked  up  his  ears.  And  besides,  a blood 
count  was  something  ordered  with  ease,  which  gave 
the  patient,  by  virtue  of  the  prick  that  let  the 
blood  flow,  assurance  that  something  personal  was 
being  done  for — or  at  least  about — him,  and  gave 
the  clinician  time  to  digest  the  facts  he  had  gathered. 
So  today  the  "complete  blood  count”  has  become  the 
mainstay  of  the  laboratory — its  very  bread  and 
butter,  its  pay  roll,  salary,  unemployment  tax,  vic- 
tory bond,  war  bond,  income  tax,  personal  property 
tax,  real  estate  tax,  narcotic  tax,  dividend  tax, 
cigarette  and  liquor  tax,  war  tax  on  club  dues,  social 
security,  old  age  retirement — everything  but  labor 
union  dues — and  who  knows,  how  long — how  long? 
(Why  can’t  we  use  the  war  as  an  excellent  excuse 
for  getting  one  tax  and  one  tax  only,  predicated 
wholly  on  the  ability  of  the  individual  to  earn  and 
pay  it?) 

Serology 

Serology  has  been  through  quite  a metamorphosis 
in  the  past  fifteen  years.  "Serology”  by  common 
consent  has  come  to  mean  the  serologic  diagnosis  of 
syphilis*,  and  other  important  subdivisions  have  been 
almost  forgotten;  the  Widal,  Weil-Felix,  Huddleson 
and  blood  grouping  should  properly  be  included  in 
the  term  “serology.”  (Since  the  Seventh  of  December 
there  has  been  quite  a boom  in  blood  grouping  which 
followed  the  publicity  of  the  Blood  and  Plasma 
Bank;  most  intelligent  families  in  Hawaii  are  blood 
grouped  down  to  the  youngest  member;  it  is  for- 
tunate that  some  are  not  so  intelligent  as  to  under- 
stand the  Mendelian  law  of  dominants  and  reces- 
sives. ) 

The  day  of  the  ten  dollar  Wassermann  is  as  dead 
as  Papa  Wassermann  himself.  Along  came  Messrs. 
Michaelis,  Sachs,  Georgi,  Meinecke,  Kolmer,  Eagle, 
Kline,  Kahn,  Hinton,  Laughlen,  Ide,  and  others  too 
numerous  to  mention,  who  increased  the  specificity 
and  sensitivity  of  the  test,  and  decreased  the  tech- 
nical difficulties  until  almost  any  office  nurse  was 
tempted  to  try  her  hand  at  the  serologic  diagnosis 
of  syphilis. 

*“STS,”  serologic  test  for  syphilis  (Joseph  Ear]  Moore). 
—Ed. 


Today  sera  for  the  diagnosis  or  exclusion  of 
syphilis  that  reach  the  average  private  laboratory  are 
derived  from  that  laboratory’s  usual  patrons,  or 
from  patients  who  have  had  positive  or  controversial 
reactions  at  the  plasma  bank,  the  board  of  health, 
the  industrial  or  insurance  group, — and  they  are 
submitted  for  personalized  investigation  and  a sort 
of  supreme  court  decision.  Serologic  technique  has 
become  so  refined  and  so  accurate  that  syphilis  is 
again  in  danger  of  becoming  a serologic  reaction 
rather  than  a disease.  It  is  a wise — or  fortunate — 
serologic  laboratory  that  makes  its  reports  only  to 
a trained  syphilologist,  and  not  to  the  patient  or  to 
a general  practitioner. 

Along  with  the  simplified  technique,  and  work- 
ing toward  the  same  end  as  concerns  the  private 
laboratory,  came  the  establishment  of  serologic  ser- 
vice by  the  public  health  laboratories — without 
charge — for  now  the  powers  that  be,  in  Washington, 
had  decreed  that  syphilis  was  a national  menace. 
There  are,  however,  today  still  many  people  who  shy 
away  from  the  free  serology  where  the  records  might 
inadvertently  be  open  to  unauthorized  eyes.  (I  am 
reminded  of  the  public  health  records  seen  by  a friend 
of  mine  in  the  city  of  Rome,  Italy,  quite  some  years 
ago,  on  which  were  inscribed  the  positive  serologic 
reactions  of  and  the  treatment  received  by  an  at 
that  time  inconspicuous,  underpaid  newspaper  re- 
porter by  the  name  of  Benito  Mussolini.  Possibly  his 
gastric  carcinoma  of  more  than  four  recent  years’ 
standing  is  in  reality  nothing  but  the  gastric  crises 
of  tabes). 

So  today  the  serologic  diagnosis  of  syphilis,  by 
both  complement  fixation  and  precipitation  methods, 
is  in  every  laboratory  a very  live  subject,  mod- 
erately remunerative,  and  therefore  an  average,  well 
behaved  normal  child — not  the  step-child,  and  not 
the  pampered  darling. 

Chemistry,  Photelometric 

Clinical  chemistry!  What  a bore,  what  a threat, 
blood  chemistry  used  to  be,  and  now — what  a pleas- 
ure. 

In  the  days  when  Dr.  Archie  Sinclair*  and  I 
were  vying  with  each  other  to  see  who  could  prac- 
tice the  most  accurate  and  progressive  laboratory 
medicine  here  in  Hawaii  nei,  blood  chemistry  came 
over  the  Hawaiian  horizon  like  a three-masted 
schooner,  slow  but  sure.  Technical  difficulties  were 
many.  Pure  reagents  were  difficult  to  secure.  Cork 
stoppers  permitted  evaporation.  When  one  sub- 
stance was  to  be  investigated — for  example,  non- 
protein nitrogen — all  steps  had  to  be  taken  in  para- 

*Deceased. — Ed. 
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. . . Although  evidence  for  the  pathogenic  nature 

of  Giardia  lamblia  is  not  conclusive,  this  microorganism 
may  possibly  be  the  cause  of  diarrhea,  abdominal  pain 
and  other  symptoms  of  the  clinical  picture  commonly 
referred  to  as  giardiasis. 

It  has  recently  been  demonstrated  that  Giardia  lamblia 
can  be  eradicated  from  the  intestinal  tract  with  remark- 
able promptness  by  the  administration  of  Atabrine 
Dihydrochloride. 

The  usual  dose  of  Atabrine  Dihydrochloride  is  0.1  Gm. 
three  times  daily  for  five  days. 


1/etjeiatfi/e  lomi 


^jiardicx  /amiu& 


ATABRINE 

Reg.  U.  S.  Pat.  Off.  & Canada 


DIHYDROCHLORIDE 

brand  of  Quinacrine  Hydrochloride 


WINTHROP  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals  of  merit  for  the  physician 
NEW  YORK,  N.  Y.  WINDSOR,  ONT. 


PRESCRIPTION 

PHARMICISTS 
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llel  with  a standard  of  known  nitrogen  content. 
And  when  the  reactions  were  complete  and  color 
developed,  the  colors  of  the  unknown  and  the  stand- 
ard had  to  be  compared  visually  in  a comparative 
colorimeter.  There  were  so  many  sources  of  inac- 
curacy that  the  laboratory  quailed  every  time  it  got 
a request  for  a blood  chemistry.  And  when  the  re- 
action was  based,  not  on  comparative  colorimetry, 
but  on  titration  with  an  indicator,  the  elusive  end 
point  gave  the  laboratory  personnel  something  to 
worry  about  during  white  nights. 

All  of  that  has  been  changed  by  the  electric 
photocolorimeter.  This  machine,  with  any  constant 
colored  solution,  always  gives  the  same  reading  on  the 
milliameter.  Known  standards  of  vary  strengths 
are  put  through  the  appropriate  technique  once,  and 
the  readings  recorded.  Thereafter  only  the  unknown 
need  be  treated,  read  in  the  machine,  and  its  con- 
centration calculated  from  the  previous  calibration. 

This  has  permitted  a greater  volume  of  work 
with  increased  accuracy  and  less  cost,  and  has  given 
rise  to  many  new  technical  procedures.  So  many 
blood  chemical  analyses  are  now  available  that  the 
clinician  is  hard  put  to  keep  up  with  them  and 
acquire  dexterity  in  the  interpretation  of  the  results. 
The  really  honest  clinician  does  not  pretend  to  re- 
member these  normal  values  and  the  range  of  patho- 
logical deviations;  he  keeps  a list  of  them  under  his 
desk  blotter  and  in  his  favorite  nook  in  the  hos- 
pital. The  scope  of  this  work  may  be  realized  when 
one  surveys  a list  of  practical  quantitative  proce- 
dures available,  which  includes  N.P.N.,  creatinine, 
urea,  uric  acid,  blood  sugar,  serum  proteins  (includ- 
ing partition  into  albumin  and  globulins),  serum  and 
urine  calcium,  blood,  urine  and  spinal  fluid  concen- 
tration of  all  the  sulfa  compounds,  spinal  fluid  pro- 


teins, bilirubin  (with  accurate  quantitative  parti- 
tion of  direct  from  indirect),  urobilinogen,  chlo- 
rides, serum  phosphorus,  serum  phosphatase,  P.  S.  P. 
excretion,  hemoglobin,  and  red  cell  fragility — quite 
an  imposing  list! 

William  S.  Hoffman  in  the  September  1942  issue 
of  the  American  Journal  of  Clinical  Pathology  gives 
a bibliographic  list,  in  his  discussion  of  recent  ad- 
vances in  photelometric  clinical  chemistry,  of  149 
such  methods  which  are  accepted  or  under  study.  It 
is  a most  valuable  index  for  any  one  interested  in 
clinical  chemistry. 

It  is,  then,  obvious  that  clinical  chemistry  is 
in  its  heyday  and  not  at  all  a neglected  child  of  the 
laboratory.  If  I had  a child  in  this  day  and  age  (God 
forbid!)  I would  dedicate  it  to  clinical  chemistry 
as  the  most  hopeful  field  of  medical  usefulness. 

E.  A.  Fennel,  m.d. 

HAWAII  SOCIETY  OF  CLINICAL 
PATHOLOGISTS 

The  Hawaii  Society  of  Clinical  Pathologists  held 
its  second  tumor  seminar  on  the  evening  of  Feb.  20, 
1943,  at  Tripler  General  Hospital.  Sections  from  10 
cases,  previously  mailed  to  the  men  attending,  were 
projected  upon  a screen  and  the  cases  discussed.  Fol- 
lowing the  meeting  refreshments,  in  the  form  of 
beer  and  sandwiches,  were  provided  by  the  Army. 
The  following  doctors  were  present:  A.  Majoska, 
Louis  Hirsch,  E.  A.  Fennel,  Harry  Arnold,  Jr.,  H. 
M.  Johnson,  I.  L.  Tilden,  Major  R.  C.  Wadsworth, 
Lt.  Col.  C.  S.  Moran,  Lt.  H.  S.  Bernet,  Capt.  O.  Carp, 
Capt.  De  Oreo,  Capt.  D.  Adler,  Lt.  Cmdr.  L.  E. 
Rector,  Lt.  Cmdr.  C.  R.  Jensen,  Lt.  Cmdr.  E.  M. 
Butt  and  Major  Carl  F.  Tessmer. 

I.  L.  Tilden,  m.d. 
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EMERGENCY  MEDICAL  SERVICES 

(formerly  medical  preparedness) 


PROGRESS  REPORT 
Dr.  Baehr’s  Visit 

The  outstanding  event  since  the  last  report  was 
the  visit  of  Dr.  George  Baehr,  Chief  Medical  Officer 
of  the  National  Office  of  Civilian  Defense.  He 
visited  the  Territory  for  two  weeks,  arriving  here 
March  10,  and  made  an  inspection  of  the  major 
medical  installations  on  Oahu  and  the  outside  islands 
and  held  many  conferences  with  department  heads 
in  the  non-medical  services  of  the  O.C.D.  with  a 
view  to  improving  and  coordinating  their  control. 
His  report  has  not  yet  been  published,  but  he  publicly 
expressed  his  approval  of  the  general  medical  set-up 
and  felt  that  it  should  continue  along  the  same  lines 
with  minor  changes  in  control  and  organization  only. 
He  particularly  emphasized  the  fact  that  in  England 
where  greater  experience  has  been  had  than  in  any 
other  place,  they  have  found  it  eminently  desirable 
to  have  medical  personnel  and  equipment  at  their 
posts  of  duty  and  not  outdoors  during  air  raids,  until 
an  incident  has  been  reported  to  the  control  center 
which  necessitates  the  dispatching  of  a specific  unit 
to  care  for  casualties.  The  streets  of  London  are  de- 
serted during  air  raids  except  for  wardens  and  fire 
workers  and  for  ambulances  or  other  vehicles  travel- 
ing on  specific  duties.  His  remarks  will  undoubtedly 
be  reported  more  extensively  elsewhere.  His  visit  was 
of  inestimable  value  to  the  medical  section  of  the 
O.C.D. 

Additional  Hospital  Projects 

Dr.  Baehr  also  made  a thorough  inspection  of 
various  hospitals  which  have  been  awarded  grants 
under  the  Lanham  Act  for  addition  of  facilities  with 
a view  to  endeavoring  to  expedite  their  construction. 
He  also  surveyed  the  need  for  classroom  facilities 
for  Queen’s  Hospital  Training  School  for  Nurses,  an 
emergency  ward  for  the  evacuation  of  patients  from 
Liho  I necessitated  by  the  movement  of  surgery  to 
the  ground  floor,  and  the  need  for  a small  isolation 
unit  at  Queen’s  to  permit  the  use  of  the  present  con- 
tagious-disease ward  for  kitchen  purposes.  He  ex- 
pressed himself  as  being  of  the  opinion  that  these 
three  projects  were  highly  necessary  and  proper,  and 
he  will  endeavor  to  obtain  authority  from  the  In- 
terior Department  for  their  construction  when  he 
returns  to  Washington.  He  also  studied  carefully  the 
increasing  deficit  in  available  obstetrical  hospital  beds 
in  the  city  and  the  project  for  remedying  this  situa- 
tion by  the  construction  of  a 30  bed  obstetrical 


unit  adjacent  to  St.  Francis  Hospital.  This  project 
has  been  disapproved  by  the  Interior  Department, 
but  Dr.  Baehr  expressed  himself  as  convinced  of  its 
urgent  necessity  and  stated  that  he  would  endeavor 
to  persuade  the  authorities  of  the  Interior  Department 
that  it  should  be  done  at  once. 

Additional  Contagious  Hospital  Beds 

Since  the  last  report,  two  2 5 bed  contagious  wards 
have  been  built  makai  of  the  Kuakini  Hospital  to 
be  held  in  reserve  for  the  care  of  contagious  diseases 
in  the  event  of  a sudden  outbreak  of  an  epidemic. 
Additional  facilities  have  been  arranged  which 
would  enable  this  unit  to  double  its  size  in  24  hours 
if  the  need  arises.  One  hundred  hospital  beds  have 
also  been  constructed  as  an  annex  to  the  Wahiawa 
O.C.D.  Hospital  for  the  care  of  ambulant  tubercu- 
losis cases,  112  of  which  are  now  hospitalized  at  old 
Tripler.  This  hospital  will  begin  to  function  as  soon 
as  a few  items  of  essential  equipment  have  been  ob- 
tained. 

Women’s  Ambulance  Service  Patrol  (WASPS) 

A group  of  sixty  business  women  in  Honolulu 
have  been  trained  by  the  Provisional  Ambulance 
Battalion  of  the  Army  for  the  driving  of  ambulances 
and  the  care  and  loading  of  casualties.  The  Honolulu 
Police  Department  and  the  Automotive  Service  Com- 
pany assisted  in  the  technical  training  of  these  wo- 
men and  the  doctors  of  the  Emergency  Medical  and 
Ambulance  Service  gave  them  their  course  in  cas- 
ualty care.  They  are  attached  for  administration  to 
the  Medical  Department  of  the  Army  and  available 
to  military  or  civilian  communities  as  the  need  may 
arise. 

High  School  Victory  Corps 

A group  of  high  school  boys  have  been  recruited 
by  the  Department  of  Public  Instruction  under  the 
direction  of  Mr.  Thomas  B.  Vance  and  are  staffing 
the  Aid  Stations  at  night  and  also  serving  as  stand- 
by manpower  for  them  in  the  day  time.  This  is  a 
part  of  the  National  High  School  Victory  Corps 
program  which  it  seems  will  probably  be  expanded 
into  many  fields  of  assistance  to  the  war  effort. 

Evacuation  Plans 

A meeting  of  doctors,  nurses  and  others  in- 
terested in  the  plans  for  medical  care  of  evacuees 
from  the  coastal  plains  of  the  North  Sector  of  Oahu 
syas  held  at  the  Wahiawa  Hospital,  October  11,  1942. 
At  this  meeting  there  was  discussion  of  the  general 
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Please  Be 
Patient 


Your  grocer  greets  you  with  a smile  and  tries  to  do  his 
best,  but  he  has  his  troubles,  too- — deliveries  restricted, 
shortage  of  helpers,  temporary  lacks  of  this  or  that 
commodity  for  reasons  beyond  his  control. 

In  being  patient  cbout  things  nobody  can  help,  you 
ore  truly  helping  yourself  in  a fine  American  way, 
helping  the  grocer,  too,  and  most  of  all  helping  Uncle 
Sam  win  this  war. 

And  there  are  several  ways  in  which  you  can  speed  up 
service  for  yoruself  and  help  your  grocer . . . 

1 . Shop  early  in  the  week  and  plan  purchases  as  much 
as  possible  for  the  whole  week,  avoiding  rush  and 
"peak"  hours  in  your  grocery. 

2.  Make  a shopping  list  before  you  go  to  your  grocer's 
so  you  know  what  you  want,  can  get  it  quickly. 

3.  Shop  early  in  the  day,  not  at  closing  time.  Your 
grocer  has  lots  of  bookkeeping  and  cleaning  to  do 
in  a hurry  before  blackout. 

This  Is  War  Work 

Cooperate 
with  Your  Grocer 

It's  the  American  Way 


In  Speeding  Up  Things 
For  Your  Grocer, 

You  Help  Yourself 
and  Help  Uncle  Sam 
Win  the  War 
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plan  and  of  the  details  for  the  operation  of  the 
Emergency  Medical  Service  in  the  event  that  these 
areas  have  to  be  evacuated  to  the  plateau.  Necessary 
facilities  have  been  provided  at  Wahiawa  for  the 
expansion  of  this  hospital  to  a 500  bed  institution 
and  additional  essential  hospital  facilities  are  pro- 
vided and  stored  at  Kunia  School,  Kipapa  School, 
Waipio  Camp,  and  Waimano  Home;  all  of  these 
being  major  evacuation  centers. 

Civilian  Control 

The  return  of  many  civil  functions  to  the  civil 
government  has  resulted  in  a large  increase  in  the 
duties  and  responsibilities  of  the  O.C.D.,  since 
several  of  these  functions  of  government  have  been 
turned  over  to  them.  So  far  the  medical  department 
has  been  charged  with  the  administration  of  control 
of  medical  supplies  and  poisons  and  of  laboratories. 
There  has  been  virtually  no  change  in  the  systems 
of  either  of  these  administrations  which  will  carry 
on  under  civil  management  instead  of  military  as 
formerly.  Changes  in  personnel,  location  and  func-. 
tion  of  laboratories  are  required  to  be  registered  with 
the  Territorial  Medical  Director,  but  information 
already  on  file  is  not  required  to  be  repeated. 

“Unfreezing” 

The  release  of  the  control  of  hospital  employees, 
permitting  nurses  and  non-professional  hospital  em- 
ployees to  discontinue  work  altogether  or  to  seek 
work  in  other  hospitals  has  not  yet  resulted  in  any 
large  loss  of  hospital  personnel.  Hospital  heads,  how- 
ever, generally  feel  that  it  is  likely  to  do  so.  There 
has  been  considerable  apprehension  among  those  res- 
ponsible for  the  administration  of  hospitals  as  to 
what  will  ultimately  happen  in  this  regard. 

Military  Personnel  in  Civilian  Hospital® 

Almost  from  the  beginning  of  the  war  it  has 
from  time  to  time  been  necessary  for  the  Medical 
Department  of  the  Army  to  supply  medical  officers, 
nurses  and  enlisted  men  to  complement  the  staffs 
of  civilian  hospitals  and  to  assist  the  Board  of  Health 
in  the  carrying  out  of  their  functions.  With  the 
return  of  government  to  civil  control,  some  of  this 
personnel  will  probably  be  withdrawn  from  their 
civilian  duties.  The  shortage  of  physicians  willing 
and  able  to  perform  these  duties  makes  the  replace- 
ment of  Medical  Officers  from  civilian  sources  al- 
most impossible  and  the  inability  of  the  nurses’  re- 
cruitment organization  to  obtain  faster  transporta- 
tion for  nurses  from  the  mainland  makes  the  shortage 
of  nurses  worse  than  it  has  ever  been.  Several  hos- 
pitals in  the  Territory  would  have  to  entirely  or 
partially  close  their  doors  if  these  army  nurses  are 
withdrawn  unless  nurses  in  civilian  life  who  are  now 
unemployed  or  working  at  other  jobs  take  their 


places.  Large  numbers  of  registered  nurses  are  work- 
ing at  occupations  not  connected  with  their  profes- 
sion because  they  are  earning  considerably  larger  pay 
and  have  much  easier  work.  Many  of  these  women 
have  agreed  to  report  to  hospitals  in  the  event  of 
enemy  action,  but  for  lull  time  operation  they  are 
of  course  of  no  assistance  to  the  hospitals.  Almost 
all  of  the  hospitals  in  the  Territory  are  conducting 
courses  for  nurses’  aides  and  endeavoring  in  every 
way  to  decrease  the  load  upon  the  nursing  staff,  but 
the  problem  remains  a serious  and  acute  one.  As  has 
been  repeatedly  pointed  out  the  medical  profession 
can  be  of  tremendous  assistance  in  this  acute  situa- 
tion by  avoiding  the  use  of  special  nurses,  except 
when  they  are  actually  necessary  for  the  patient’s 
welfare  and  by  sparing  the  staff  nurses  from  non- 
essential  duties  in  the  care  of  patients.  It  is  highly 
probable  that  the  nursing  shortage  will  continue  for 
the  duration  and  may  become  much  more  serious 
than  it  is  now. 

On  February  16th,  Miss  Margery  J.  MacLach- 
lan,  from  Decatur,  Illinois,  was  employed  by  the 
O.C.D.  as  Hospital  Consultant  and  Supervisor.  Her 
services  are  available  to  any  hospital  in  the  Territory 
upon  request  to  assist  in  utilizing  their  nursing  staff 
to  the  best  possible  advantage.  She  is  in  the  office 
of  Mrs.  Thelma  Akana,  Territorial  Supervisor  of 
Nursing  Activities  for  the  O.C.D. 

Outside  Islands 

The  O.C.D.  Emergency  Hospital  at  Huleia  on 
Kauai  has  been  completed,  equipped  and  staffed.  The 
nursing  staff  of  the  hospital,  pending  the  arrival 
of  patients,  is  being  utilized  as  a pool  of  nurses 
which  may  fill  emergency  needs  in  the  community 
with  certain  restrictions.  The  primary  function  of 
this  group  of  nurses  is  to  staff  the  hospital  for  the 
care  of  civilian  casualties  and  secondarily  to  assist 
in  meeting  nursing  emergencies  and  to  carry  out 
educational  programs,  etc. 

The  hospital  at  Waimea,  Kauai,  is  complete  and 
will  be  occupied  within  a week  or  so.  It  is  built  up 
the  canyon  at  a distance  above  the  confluence  of 
Waimea  and  Makaweli  rivers  and  thus  rendered  safe 
from  attack  from  the  sea.  It  will  be  operated  by  the 
doctor  and  staff  of  the  Waimea  Hospital. 

The  O.C.D.  Emergency  Hospital  at  Olaa  on 
Hawaii  has  been  completed  and  is  occupied.  It  is 
being  operated  by  the  Olaa  Plantation  physician  and 
at  present  is  staffed  entirely  with  Army  nurses  from 
the  U.S.  Army  Hospital  at  Mountain  View. 

The  new  wing  of  the  Hilo  Memorial  Hospital 
has  been  equipped  so  that  it  has  a potential  capacity 
of  100  casualties. 

H.  L.  Arnold,  m.d. 

Territorial  Medical  Director 
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nationally  known  pharmaceutical  firms  have  been 
added  to  the  many  fine  lines  already  represented 
by  us  in  ihe  Territory  of  Hawaii: 

★ ROCHE -ORGANON,  INC. 

★ HOFFMANN-LAROCHE,  INC. 

★ MALLINCKRODT  CHEMICAL  WORKS 


It  has  been  and  will  be  our  policy  to  represent  only 
recognized  leaders  in  the  manufacture  of  drugs  and 
chemicals  necessary  to  Hawaii  s Medical  profession. 


AMERICAN  FACTORS,  LIMITED 


DRUG  DEPAR  T M E N T 


COUNTY  SOCIETY  REPORTS 


HAWAII  COUNTY  MEDICAL  SOCIETY 

The  211th  meeting  of  the  Hawaii  County  Med- 
ical Society  was  called  to  order  on  January  19,  1943, 
at  the  Hilo  Memorial  Hospital  by  President  Pat- 
terson. Sixteen  members  and  eight  guests  were  pre- 
sent. 

Dr.  A.  Orenstein,  director  of  the  Emergency 
Medical  Division  of  the  O.C.D.,  reported  on  the  past 
activities  and  present  status  of  the  program.  He  re- 
viewed the  set-up  of  the  casualty  stations  which  had 
its  inception  with  the  local  medical  society  and 
traced  its  growth  to  the  present  scheme  of  operation 
under  the  O.C.D.  He  stated  that  these  stations  have 
been,  and  are  still,  manned  entirely  by  volunteers, 
that  the  general  plan  had  been  to  decentralize  these 
stations,  and  that  the  peak  of  interest  was  reached 
some  4-5  months  ago  since  which  time  there  has  been 
some  reduction  in  attendance  of  the  staff.  He  stressed 
that  the  difficulties  encountered  were  chiefly  due 
to  inadequate  equipment  and  supplies,  especially  in 
regard  to  auxiliary  light  plants,  but  that  this  prob- 
lem has  been  solved  in  the  last  5-6  months;  he  also 
pointed  to  the  fact  that  these  supplies  have  been, 
and  will  continue  to  be,  distributed  equitably,  the 
determining  factors  being  distribution  of  population 
and  the  index  of  possibility  of  attack.  He  posed  3 
problem  in  connection  with  the  plan  of  operation  of 
these  stations,  which  had  been  brought  to  his  at- 
tention by  a circular  letter  from  O.C.D.  headquar- 
ters in  Washington;  namely,  should  these  stations  be 
abolished  and  be  replaced  by  a central  unit  manned 
by  professional  units  and  rescue  squads  whose  train- 
ing would  be  devoted  chiefly  to  immediate  first  aid 
and  shock  treatment?  He  believed  that  the  present 
set-up  was  the  preferable  arrangement. 

Dr.  C.  Bruce  Brown,  director  of  the  Blood-Plasma 
Bank  for  this  island,  gave  a statistical  report  of  the 
activities  of  the  bank  ending  December  31,  1942. 
He  stated  that  Dr.  Pinkerton,  director  of  the  Ter- 
ritorial Bank,  recently  visited  the  island  and  sug- 
gested (1)  that  all  liquid  plasma  over  one  year  old 
be  discarded,  (2)  that  all  plasma  processed  in  tfe 
future  be  stored  in  the  frozen  state,  and  (3)  that 
a full-time  person  be  employed  by  the  local  bank 
to  recruit  donors.  Dr.  Brown  reported  that  there  had 
been  a waning  in  the  response  of  donors.  He  be- 


lieved that  an  adequate  supply  of  blood  and  plasma 
cculd  be  obtained  by  the  use  of  a mobile  unit  and 
stated  that  plans  were  now  in  effect  to  obtain  such 
a unit. 

Dr.  Patterson  reported  on  the  progress  of  tie 
O.C.D.  Hospital  at  Olaa.  He  stated  that  the  hospital 
would  be  occupied  by  February  1,  that  its  capacity 
was  103  beds,  arid  that  the  present  plan  called  fot 
the  operation  of  the  hospital  by  the  Olaa  Sugar  Com- 
pany. He  further  stated  that  in  his  plans  for  evacua- 
tion in  the  event  of  attack,  only  7-8  patients  were 
of  the  "obligatory-hospitalization”  group,  that  this 
would  leave  154  adult  beds  and  11  bassinets  available, 
for  casualties  in  the  old  and  new  plants.  He  stated 
that  3 surgeries  and  an  obstetric  wing  of  18  beds 
were  available  in  the  new  unit,  that  the  water  sup- 
ply was  sufficient  and  auxiliary  sources  of  electrical 
power  had  been  furnished.  The  present  plans,  he  con- 
cluded, included  the  formation  of  a pool  of  8 
nurses  who  would  serve  as  a unit  from  which  hos- 
pitals on  the  island  could  draw. 

Dr.  L.  L.  Sexton  reported  on  the  preparedness 
of  the  Hilo  Memorial  Hospital  to  care  for  casualties. 
His  plans  included:  (1)  evacuation  of  mobile  cases 
by  the  installation  of  ramps  and  of  immobile  cases 
into  the  basement,  (2)  splinter-proofing  and  ven- 
tilation which  have  been  completed,  (3)  erection 
of  an  auxiliary  surgery  and  sterilization  facilities  in 
the  basement,  and  (4)  the  division  of  professional 
and  non-professional  staff  into  teams  composing 
the  following:  (a)  triage,  (b)  shock,  (c) major  sur- 
gery, (d)  minor  surgery.  He  stated  that  the  prob- 
lem of  transportation  teams  as  evidenced  in  the  last 
trial  run  in  July,  1942  was  nearing  solution.  He 
reiterated  that  the  chief  problem  concerning  the 
care  of  casualties  was  the  insufficiency  of  profes- 
sional personnel  including  doctors,  nurses,  anesthe- 
tists and  laboratory  technicians. 

An  open  discussion  of  the  various  functions  and 
activities  of  the  emergency  medical  division  fol- 
lowed. Col.  Wollgar,  Acting  District  Surgeon  and 
Surgeon  of  the  Hawaii  Service  Command,  was  of 
the  opinion  that  the  entire  program  was  functioning 
satisfactorily,  that  in  the  event  of  attack,  there  would 
be  collaboration  between  the  military  and  civilian 
medical  organizations. 
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No  discussion  took  place  regarding  the  advisa- 
bility of  centralizing  aid  stations  in  conformance 
with  the  circular  letter  mentioned  by  Dr.  Orenstein. 
It  was  the  consensus  that  another  trial  run  was  in- 
dicated in  the  near  future  to  determine  the  efficiency 
of  the  aid  stations  and  the  hospital  units. 

Regarding  the  blood-plasma  bank,  several  lines 
of  discussion  concerning  the  insurance  of  better 
donor  response  occurred:  (1)  it  was  suggested  by 
Dr.  S.  R.  Brown  that  a stimulus  of  the  general 
public  would  be  provided  by  shipping  to  combat 
zones  a specified  amount  of  plasma  at  periodic  in- 
tervals; (2)  it  was  suggested  by  Dr.  Leslie  that 
the  suggestion  proffered  by  Dr.  Pinkerton  that  a full- 
time recruiting  person  be  employed  by  the  local 
bank  be  followed;  (3)  it  was  generally  agreed  that 
a mobile  unit  would  enlarge  the  supply  of  plasma. 

The  transfers  of  Drs.  W.  F.  Leslie  of  Puumaile 
Home  and  R.  P.  Wippermann  of  Naalehu,  both  from 
the  Honolulu  County  Medical  Society,  having  passed 
the  Board  of  Censors,  were  unanimously  passed. 

The  212th  regular  meeting  of  the  Hawaii  County 
Medical  Society  was  called  to  order  on  February 
16th,  1943,  at  the  Hilo  Memorial  Hospital  by  Presi- 
dent Patterson.  Twenty  members  and  nine  guests 
were  present. 

Major  Waldemar  Sternberg,  Chief  of  the  X-Ray 
Department  of  the  Mountain  View  Hospital,  led 
the  discussion.  Members  of  the  Society  presented 
brief  summaries  of  cases  and  exhibited  x-rays.  Major 
Sternberg  discussed  the  differential  diagnosis,  from 
the  roentgenographic  viewpoint,  of  each  case.  Major 
Sternberg  then  exhibited  a few  x-rays  of  duodenal 
ulcer  and  bony  structural  anomalies. 

Dr.  Orenstein  moved  that  the  Secretary’s  report 
as  mailed  out  to  each  member  be  approved  without 
reading.  Seconded  by  Dr.  Phillips.  Passed. 


Captain  Marcus  Flintcr  of  the  local  Board  of 
Health  discussed  the  epidemic  of  pertussis  now  on 
the  island.  He  stated  that  vaccination  was  effica- 
cious in  the  prevention  of,  and  in  the  amelioration 
of  symptoms  of,  pertussis.  He  requested  that  the 
Society  request  the  Territorial  Board  of  Health  to 
provide  pertussis  vaccines  for  indigent  cases.  After 
considerable  discussion,  it  was  moved  by  Dr.  S.  R. 
Brown,  seconded  by  Dr.  Arimizu,  that  the  Society 
request  the  Territorial  Board  of  Health,  through 
Captain  Flinter,  to  furnish  prophylactic  vaccine 
against  pertussis.  Carried. 

A letter  from  Dr.  Richard  K.  C.  Lee,  Acting 
Territorial  Commissioner  of  Public  Health,  regard- 
ing the  resolution,  adopted  by  the  House  of  Dele- 
gates of  the  American  Medical  Association,  stating 
that  commercialized  prostitution  be  eliminated,  that 
medical  inspection  of  prostitutes  was  untrustworthy, 
inefficient  and  unlawful,  was  read.  Dr.  Lee  stated 
that  several  local  medical  societies  have  passed  simi- 
lar resolutions  and  recommended  the  adoption  of 
such  a resolution  by  the  Society.  Considerable  dis- 
cussion followed.  The  Venereal  Disease  Committee 
reported  that  the  present  scheme  of  rigid  control 
and  close  medical  supervision  of  prostitutes  was 
effective  in  the  control  of  venereal  disease  at  pre- 
sent, that  further  scientific  study  should  be  made 
on  the  present  mode  of  control,  that  the  question 
should  be  given  mature  consideration  and  con- 
siderable open  discussion  before  such  a resolution 
should  be  adopted  by  the  Society.  Captain  Flinter 
corroborated  these  statements  and  believed  that,  in 
view  of  the  facts  that  there  existed  no  carriers  or 
transient  prostitutes  - on  this  island,  such  a reso- 
lution would  be  out  of  order  at  the  present  time. 
Dr.  Carter  moved,  seconded  by  Dr.  Phillips,  that 
the  discussion  of  this  problem  be  postponed. 

M.  Leong  Chang,  m.d.,  reporting. 
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In  response  to  requests  from  pediatricians,  we 
are  now  also  marketing  PABENA— precooked  oat- 
meal, enriched  with  vitamin  and  mineral  supple- 
ments. PABENA  closely  resembles  Pablum  in  nu- 
tritional qualities,  and  offers  the  same  features  of 
thorough  cooking,  convenience  and  economy.  Sup- 
plied in  8-ounce  cartons.  Samples  on  request. 
Mead  Johnson  & Company,  Evansville,  Ind.,  U.S.A. 
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views  Regarding  the  Diagnostic  and  prognostic 
Importance  of  its  Presence  in  the  Sputum 
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IM  ESTROGENIC  THERAPY 


SELECT  THE  MEDICATION 
Choose  a suitable  dosage  form 
from  the  convenient  variety  of 
Wyeth  Estrogenic  Preparations. 


SYNTHETIC 


The  application  of  new  refinements  in 
diagnostic  technique  enhances  the  effec- 
tiveness of  modern  estrogenic  therapy. 

Now,  completely  satisfactory  treatment  is 


easily  planned  and  maintained. 

These  three  simple  steps  ensure  precise, 
controlled  results  with  a minimum  of  time 
and  effort : 


SIMPLIFY  DIAGNOSIS 

Reveal  the  degree  of  ovarian  function  by  staining  the 
vaginal  smear  with  Single  Differential  Stain  (Shorr). 
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ACCURATELY  DETERMINE  RESPONSE  TO  THERAPY 
Ascertain  the  effect  of  medication  by  observing  the 
changes  reflected  in  the  stained  vaginal  smear. 
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SINGLE  DIFFERENTIAL  STAIN 

( SHORR ) 


Requiring  only  a 3;minute  office  procedure,  Single 
Differential  Stain  (Shorr)  reveals  the  extent  of  corni- 
fication  in  the  cells  of  the  vaginal  smear,  providing 
an  index  o*f  ovarian  function,  essential  to  proper 
diagnosis  and  treatment. 

Shorr  Stain  is  available  in  packages  of  two  Pondits*, 
each  containing  sufficient  dry  material  for  preparing 
enough,  stain  for  200  slides. 


' NOW  AVAILABLE:  A new  folder  containing 
complete  information  about  this  time-saving 
Wyeth  product.  It  contains  directions  for  apply- 
ing the  slain  and  full-color  reproductions  of 
characteristic  stained  slides.  Your  Wyeth  repre- 
sentative has  a copy  for  you. 
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VALUE  DEPENDS  ON  THE  OCCASION 


• Circumstances  determine  values.  IT  ater  is 
prieeless  on  the  desert , Lend-Lease  materials 
are  north  more  at  Murmansk  than  in  mid- 
Itlantic  and  plasma  can  make  the  difference 
bet  ween  living  and  dying  only  alien  it  is 
available  Jor  administration. 

I'hc  value  of  'Lyovac’  Normal  Human 
Plasma  is  alwavs  assured  because  this 
preparation  i>  stable,  portable  and  practical. 

harh  unit  ]>ro\ides  the  osmotieallv  ac- 
tive proteins  as  well  as  the  antibodies, 
complement  and  other  lil e-giving  elements 
present  in  250  ee.  of  fresh  human  plasma 
obtained  imm  500  ee.  of  whole  blood. 

Stability  is  obtained  by  quick  freezing, 
followed  bv  dehvdration  and  storage  under 
vacuum  in  flame-sealed  glass  vials.  The 
desiccated  plasma  is  simply  restored  by 
addition  of  sterile,  distilled  water.  Hyper- 
tonic (concentrated)  solutions  can  be 
ea'ilv  prepared. 


Stable,  portable  'Lyovac.’  Normal  Human 
Plasma  can  be  kept  safely  without  refrig- 
eration w herever  treatment  of  shock  may 
be  required  ...  in  accident  room  or  ambu- 
lance, operating  room,  delivery  room  or 
office,  in  first-aid  stations  and  mobile  dis- 
aster units. 

Each  250-cc.  unit  provides  approxi- 
mated)' as  much  osmotieallv  active  protein 
as  500  cc.  of  whole  blood,  and — since 
Lyovac’  Normal  Human  Plasma  repre- 
sents pooled  material  from  fit  tv  bleedings 
- it  mav  be  administered  at  once  without 
tv  ping  or  cross-matching. 

• • • 

'Lyovac  Normal  Human  Plasma  is  ac- 
cepted by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Asso- 
ciation. Each  unit  includes  distilled  water 
and  complete  apparatus  for  restoring  the 
desiccated  material  . . . Sharp  N Dolime, 
Philadelphia,  Pa. 


'LYOVAC'  NORMAL  HUMAN  PLASMA 


The  vasodilator  action  of  Erythrol  Tetra- 
nitrate  suggests  it  as  an  adjunct  to  rest 
and  other  measures  when  these  have  been 
unsuccessful  in  controlling  arterial  hyper- 
tension. Producing  a vasodilatation  which 
persists  for  several  hours,  following  the 
administration  of  a single,  therapeutically 
effective  dose,  Erythrol  Tetranitrate 
causes  a reduction  in  blood  pressure  suffi- 
ciently prolonged  so  that  administration 
three  times  daily  may  maintain  the  re- 


duction. It  may  be  prescribed  over  a pro- 
tracted period  with  sustained  effect. 

By  dilating  the  peripheral  arterioles,  Ery- 
throl Tetranitrate  tends  not  only  to  de- 
crease stress  of  excessive  pressure  on  ar- 
terial walls,  but  also  to  relieve  the  burden 
on  the  heart.  Although  the  causative  mech- 
anism remains  unaltered,  a more  favor- 
able circulatory  condition  is  established. 

Literature  on  Request 
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TETRANITRATE 

MERCK 

(Erylhnfyl  Teiramliate) 

For  Prolonged 
Vasodilatation 
in  Hypertension  accepted 

MERCK  & CO.,  InC.  nu-facturiny  RAHWAY,  N.  J. 


11th  Edition  Now  Out 


Send  for  Copy 


The  Technique  of 
Fitting  Diaphragms 


A series  of  charts  in  booklet  lorm  (6  x 9)  clearly  illustrating  the  tech- 
nique of  lifting  diaphragms  by  the  physician,  accompanied  by  the 
Die  kinson-h reret  C harts  in  two  colors  for  use  by  tbe  physician  in 
explaining  the  technique  to  his  patient.  I hese  charts  are  regarded  as 
the  most  helpful  explanatory  aids  on  the  subject  ever  published.  1 1th 
edition  now  out.  Write,  or  use  coupon,  lor  a copy. 
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551  FIFTH  AVENUE,  NEW  YORK,  N Y. 


Holland-Rantos  Co.,  Inc. 

551  Fifth  Avenue 
New  York,  N.  Y. 

Without  cost,  you  may  send  your  hooUct  on  lillinu  I eehnique  to: 

l)r 

Street 

City Slate 


LEDERLE  LABORATORIES,  Inc.,  NEW  YORK,  N.Y.-A  UNIT  OF  AMERICAN  CYANAMID  COMPANY 


Because  of  its  small  volume,  low  concentration  of 
solids  and  high  concentration  of  anti-anemic  sub- 
stances, a minimum  of  discomfort  and  inconvenience  to 
the  patient  may  be  expected  from  the  administration  of 
concentrated  “Solution  Liver  Extract  (Parenteral) 
Lederle ,”  (15  U.S.P.  Injectable  Units  per  cc.). 

For  physicians  who  prefer  to  give  fewer  units  of  active 
material  at  more  frequent  intervals,  there  is  “Refined 
Solution  Liver  Extract  (Parenteral)  Lederle ,”  5 U.S.P. 
Injectable  Units  per  cc.  and  10  U.S.P.  Injectable  Units 
per  cc.  In  addition,  there  is  “Solution  Liver  Extract 
(Parenteral)  Lederle ,”  3.3  U.S.P.  Injectable  Units  per  cc. 
A palatable  oral  solution  containing  not  less  than  1 U.S.P. 
Oral  Unit  per  60  cc.  is  also  available. 

All  Lederle’s  Liver  extracts  conform  to  the 
United  States  Pharmacopoeia  Twelfth  Revision. 

In  the  treatment  of  Pernicious  Anemia  with 
Liver  Extract — 


^f^ederle 


Minimum  discomfort  and 
inconvenience  to  patients  from  . . . 


Solution  Liver  Extract 

[PARENTERAL! 

Xfedecle 


LIVER  PRODUCTS  £>eclecle 

"CONCENTRATED  SOLUTION  LIVER  EXTRACT  (PARENTERAL)  Lederle" 

packages: 

3 — 1 cc.  vials  (15  U.S.P.  Injectable  Units  each) 

1 — 10  cc.  vial  (150  U.S.P.  Injectable  Units  each) 

"REFINED  SOLUTION  LIVER  EXTRACT  (PARENTERAL)  Lederle" 

1 — 10  cc.  vial  5 U.S.P.  Injectable  Units  per  cc.  (50  units) 

1 — 5 cc.  vial  10  U.S.P.  Injectable  Units  per  cc.  (50  units) 

1 — 10  cc.  vial  10  U.S.P.  Injectable  Units  per  cc.  (100  units) 

"SOLUTION  LIVER  EXTRACT  (PARENTERAL)  Lederle" 

3 — 3 cc.  vials  (10  U.S.P.  Injectable  Units  per  vial) 

“SOLUTION  LIVER  EXTRACT  ORAL  Lederle" 

8 fluid  ounce  bottle  (4  U.S.P.  oral  units) 

1 pint  (16  fluid  ounce)  bottle  (8  U.S.P.  oral  units) 
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Consideration  of  irritation  of 

THE  NOSE  AND  THROAT  BECOMES 
INCREASINGLY  IMPORTANT 


FIGURES  indicate  that  smoking  is  at  its  all-time  peak,  and  is 
still  increasing  sharply!  Not  to  be  overlooked  is  the  advantage 
provided  by  Philip  Morris  ' distinctive  method  of  manufacture.  Re- 
searches reported  by  thoroughly  dependable  sources*  showed  that : 

WHEN  SMOKERS  CHANGED  TO  PHILIP  MORRIS 
EVERY  CASE  OF  IRRITATION  OF  THE  NOSE 
AND  THROAT  DUE  TO  SMOKING  CLEARED 
COMPLETELY  OR  DEFINITELY  IMPROVED. 

Reprints  of  these  papers  will  be  gladly  forwarded. 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  58-60 


Experience  adds  the  master  touch  in 

THE  PREPARATION  OF  FINE  MEDICINAL  AGENTS.  ONLY  WITH 
EXPERIENCE  CAN  MANUFACTURING  PROCEDURES  BE  SO 
PERFECTED  THAT  THE  ULTIMATE  IN  DRUG  AND  BIOLOGICAL 
PURITY  IS  APPROACHED.  THE  EXCELLENCE  OF  LILLY 
PRODUCTS  IS  A RESULT  OF  LONG  YEARS  OF  WELL-DIRECTED 
EFFORT  AND  A DESIRE  TO  MARKET  NOTHING  BUT  THE  BEST. 

EL.  I LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA,  U S A. 


Acid-Fast  Bacilli  in  the  Sputum 

D.  R.  Chisholm,  m.d. 

Kealia,  Kauai 


This  paper  has  been  written  with  the  idea  of 
offering  to  the  interested  private  physician  an  op- 
portunity to  review  the  significance  of  the  presence 
of  acid-fast  organisms  in  the  sputum.  The  subjects 
considered  include  the  clinical  value  of  positive  spu- 
tum, contamination  with  acid-fast  organisms,  the 
value  of  the  various  methods  of  demonstrating  the 
tubercle  bacillus,  opportunities  for  error  in  the  bac- 
teriological diagnosis  of  tuberculosis,  and  clinical 
notes  on  the  associations  of  acid-fast  organisms  with 
positive  and  negative  roentgenograms  of  the  chest. 

The  Clinical  Value  of  Positive  Sputum 

The  discovery  of  tubercle  bacilli  in  the  sputum 
is  of  value  for  the  following  reasons:  (a)  It  proves 
tuberculosis  is  present,  (b)  It  proves  that  the  disease 
is  active.  Although  one  can  often  state  that  the 
disease  is  active  by  the  roentgenologic  appearance  of 
the  lungs,  the  reverse  is  not  true.  There  are  no 
criteria  by  which  one  can  diagnose  inactivity  from 
a single  film,  or,  in  some  forms  of  the  disease,  from 
a series  of  films.  Sputum  studies  will  often  reveal 
that  a lesion,  indiscreetly  labelled  inactive  bjr  the 
reader  of  the  film,  is  a plentiful  source  of  tubercle 
bacilli,  (c)  It  proves  that  the  patient  is  infectious, 
and  suggests  that  already  he  may  have  infected  some 
of  his  contacts,  (d)  The  numerical  trend  of  the 
sputum  studies  toward  positive  or  negative  findings 
is  one  of  the  best  guides  to  the  course  of  the  disease 
and  to  the  treatment  indicated. 

Appreciation  of  the  significance  of  the  above 
factors  explains  why  the  sanatorium  physician  is 
willing  to  go  to  any  length  to  prove  or  disprove  the 
presence  of  tubercle  bacilli  in  a patient’s  sputum. 

Negative  sputum,  even  persistently  negative  spu- 
tum, does  not  exclude  tuberculosis  from  the  dif- 
ferential diagnosis.  The  most  careful  technician  may 
fail  to  demonstrate  bacilli  in  the  late  stages  of  acute 
exudative  tuberculosis  even  when  the  roentgenologic 
appearance  of  the  lesion  suggests  caseopneumonic 
disease,  or  in  extensive  acinous-productive  involve- 
ment when  two-thirds  of  the  entire  pulmonary  area 
may  appear  to  be  involved.  In  such  cases,  bacilli 
are  probably  always  present,  at  least  intermittently, 
even  though  direct  sputum  cultures  or  animal  ino- 
culations are  negative.  This  is  demonstrated  by  the 
frequency  with  which  gastric  concentrates  will  re- 
veal bacilli  following  animal  inoculation. 

When  bacilli  are  present  in  the  sputum,  failure 
to  find  them  by  routine  tests  is  usually  dependent  on 


one  or  more  of  four  factors,  namely,  paucity  in 
number,  intermittent  presence,  unsatisfactory  spu- 
tum specimens,  and  the  personal  equation  of  the 
technician.  A common  source  of  confusion  arises 
when  a careless  laboratory  technician  reports  an 
obviously  unsatisfactory  specimen  (saliva)  simply  as 
'negative,’  when  it  should  be  reported  as  'negative — 
unsatisfactory  specimen.’  A satisfactory  specimen  of 
true  sputum  from  the  same  patient  might  be  teem- 
ing with  tubercle  bacilli. 

A General  Note  on  Contamination  by 
Acid-Fast  Organisms 

Many  saprophytic,  acid-fast  bacilli  are  found  in 
nature.  The  timothy  or  grass  bacillus  is  the  most 
common  of  these  organisms.  Baldwin,  at  Saranac 
Lake,  has  shown  that  nonpathogenic,  acid-fast,  soil 
bacilli  may  be  obtained  with  ease  from  washings 
of  fruits  and  vegetables.1  As  Baldwin  suggests,  the 
inference  is  obvious  that  such  bacilli  must  fre- 
quently be  present  in  saliva,  sputum,  and  gastric 
washings.  They  must  also  be  plentiful  in  dust.  They 
must  be,  and  indeed  are,  ubiquitous.  It  is  so  common 
to  find  acid-fast  organisms  in  old  distilled  water 
that  laboratory  workers  often  refer  to  the  distilled 
water  bacillus.  Tap-water  often  contains  saprophytic 
acid-fasts,  and  such  organisms  may  be  obtained  in 
scrapings  from  the  inside  of  water-faucets.2 

Mention  is  made  of  these  saprophytic  acid-fasts, 
and  of  their  ubiquity,  to  emphasize  the  fact  that 
the  finding  of  one  or  two  acid-fast  bacilli  in  the 
sputum  on  a single  occasion  is  not  in  itself  conclusive 
evidence  of  tuberculosis.  Nevertheless,  and  in  spite 
of  the  abundant  opportunity  for  contamination  with 
nonpathogenic  acid-fasts,  it  is  a clinical  fact  that 
the  presence  of  acid-fasts  in  the  sputum  is  nearly 
always  synonymous  with  the  presence  of  tubercle 
bacilli  in  the  sputum. 

Considering  the  ubiquity  of  nonpathagenic  acid- 
fasts,  and  the  facility  with  which  they  may  enter 
the  respiratory  tract  via  inspired  air  or  ingested  food, 
it  becomes  a matter  of  interest  as  to  why  they  are 
found  with  such  relative  infrequency  in  the  sputum. 
Baldwin  states  that  nonpathogenic  acid-fasts  vary  be- 
tween phases  of  acid-fastness  and  non-acid-fastness, 
and  suggests  that  one  reason  nonpathogenic  acid- 
fasts  are  not  more  commonly  identified  in  sputum  is 
that  they  exist  in  a non-acid-fast  stage  in  the  hu- 
man body.1  Corper  has  shown  that  tubercle  bacilli 
must  be  present  in  sputum  to  the  extent  of  at 
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least  100,000  per  cubic  centimeter  before  there  is 
even  a fair  chance  of  finding  them  by  direct  smear 
under  the  microscope.'1  The  same  relative  chances 
must  hold  for  any  other  organism.  It  is  very  likely 
that  saprophytic  acid-fasts  only  rarely  occur  in  spu- 
tum in  anything  like  the  numbers  attained  by  the 
tubercle  bacillus.  In  the  majority  of  cases  they  are 
present  as  transients.  Then,  of  course,  saprophytes 
found  in  some  smears  may  not  have  come  from  the 
sputum  at  all,  merely  representing  sparse  contamina- 
tion from  slides  or  reagents.  All  in  all,  the  factor  of 
numbers  is  probably  most  responsible  for  the  rarity 
with  which  nonpathogenic  acid-fasts  are  found  in 
the  sputum  by  direct  smears,  or  even  by  concen- 
trates. The  fact  that  nonpathogenic  acid-fasts  oc- 
casionally are  found  persistently  in  the  sputum  does 
not  invalidate  the  dictum  that  acid-fasts  in  the 
sputum  are  to  be  considered  tubercle  bacilli  until 
proven  otherwise. 

It  is  to  be  noted  that  the  tubercle  bacillus  itself 
may  be  a contaminant  in  the  laboratory.  Tubercle 
bacilli  may  be  present  on  previously  used  slides,  in 
centrifuge  tubes  used  for  sputum  concentration,  in 
common  staining  baths  which  are,  but  should  not 
be,  used  for  bacteriological  work,  and  on  oil  im- 
mersion lenses  and  glass  rods  which  are  often  allowed 
to  come  in  contact  with  smears. 

In  laboratories  doing  sputum  concentration  work, 
every  now  and  then  a fifty  cc.  centrifuge  tube 
breaks  in  the'  centrifuge.  When  this  happens,  and  the 
tube  container  is  not  large  enough  to  hold  all  the 
fluid,  a fine  spray  of  the  sputum  mixture  spreads 
over  the  laboratory.  If  the  method  being  used  to 
liquefy  the  sputum  does  not  kill  the  tubercle  ba- 
cillus, that  spray  may  be  full  of  living  organisms. 
No  one  who  has  ever  seen  this  accident  happen  could 
have  any  doubt  as  to  the  opportunities  for  subse- 
quent contamination  of  slides,  glassware,  reagents, 
and  laboratory  dust.  Nor  could  one  doubt  the  hazard 
to  the  laboratory  workers  under  such  circumstances. 
Another  source  of  contamination  is  the  sputtering 
from  a loop  being  sterilized  in  a flame.  When  the 
sink  is  used  for  the  disposal  of  urine,  slide  washings, 
centrifuge  tube  washings,  etc.,  the  spattering  when 
the  tap  is  turned  on  may  result  in  laboratory  con- 
tamination with  dead  or  viable  organisms.  Because 
of  the  factor  of  chance,  such  contamination  is  large- 
ly of  theoretical  importance  in  direct  smear  work, 
but  may  be  of  considerable  practical  importance  in 
concentration  work.  It  should  be  of  little  significance 
in  culture  work  if  sterile  technique  is  used  through- 
out. 

The  Direct  Sputum  Smear 

Searching  for  a specific  organism  in  sputum 
which  contains  fewer  than  100,000*  such  organisms 
to  the  cubic  centimeter  is  like  looking  for  a needle 
in  a haystack.  Failure  to  find  the  needle  does  not 


mean  that  it  is  not  there.  The  significance  of  this 
fact  is  enormous.  If  a sputum  contains,  let  it  be 
supposed,  only  75,000  bacilli  per  cubic  centimeter, 
that  sputum  is  obviously  infectious,  and  yet  it  might 
be  declared  negative  after  many  direct  smear  exami- 
nations had  failed  to  demonstrate  the  bacilli. 

There  is  another  reason  why  the  direct  smear  must 
be  interpreted  with  some  caution.  When  acid-fasts 
are  found  in  the  direct  smear,  their  identification 
as  tubercle  bacilli  can  be  made  only  on  morphologic 
grounds.  And  there  are  no  constant  morphologic 
differences  between  the  tubercle  bacillus  and  many 
other  acid-fasts. 

The  value  of  direct  smear  examinations  varies 
with  the  type  of  sputum  being  examined,  with  the 
number  of  organisms  the  sputum  contains,  and  with 
the  experience,  carefulness,  and  patience  of  the  tech- 
nician. Of  the  latter,  little  need  be  said.  In  a panel 
discussion  by  leading  tuberculosis  authorities  before 
the  Medical  Section  of  the  American  Trudeau  So- 
ciety, the  majority  of  the  experts  agreed  that  a 
smear  should  be  examined  for  at  least  ten  minutes 
before  being  ji.dged  negative.4  The  Committee  on 
Standard  Laboratory  Procedure  of  the  American 
Trudeau  Society  recommends  as  a minimum  stand- 
ard that  approximately  five  hundred  microscopical 
fields  should  be  examined  before  a slide  may  be  i 
called  negative.5 

When  abundant  purulent  sputum  results  from 
tuberculosis,  the  tubercle  bacillus  usually  can  be 
found  in  that  sputum  with  relative  ease.  It  may  be 
accepted  as  a fairly  reliable  clinical  axiom  that  when 
three  careful  searches  in  purulent  sputum  fail  to 
demonstrate  the  tubercle  bacillus,  it  is  unlikely  that 
the  sputum  is  associated  with  tuberculosis.  Definite 
exceptions  to  this  may  be  the  either  "independent 
or  consequential  association  of  bronchiectasis  with 
chronic  fibrotic  tuberculosis. 

When  sputum  is  scanty,  as  it  often  is,  either  be- 
cause little  is  produced  or  because  the  patient  swal- 
lows most  of  it,  the  careful  selection  a small  muco- 
purulent fleck  from  the  sea  of  saliva,  and  its  ex- 
amination by  direct  smear,  may  produce  immediate 
positive  findings. 

Pottenger  has  demonstrated  the  importance  of 
making  sure  that  smears  are  properly  stained.5  Thus, 
he  reports  a gain  of  forty-six  per  cent  in  slides  diag- 
nosed as  positive  when  the  smears  are  deeply  stained 
as  compared  with  light  staining.  He  also  found  picric 
acid  to  be  a definitely  superior  counterstain  in  ability 
to  reveal  a maximum  number  of  acid-fast  organisms. 

Weiss  describes  a new  method  of  staining  the 
tubercle  bacillus  which  makes  the  organism  much 
easier  to  demonstrate  microscopically.7  A very  in- 
triguing method  of  demonstrating  the  tubercle  ba- 
cillus is  that  of  fluorescence  microscopy8.  In  this 
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procedure  the  bacilli  are  stained  with  a fluorescent 
dye,  illuminated  by  an  appropriate  wave-length,  and 
examined  under  the  microscope. 

If  direct  smear  findings  are  open  to  the  slightest 
question,  the  physician  is  charged  with  the  respon- 
sibility of  studying  the  sputum  by  culture  or  animal 
inoculation. 

Concentration  of  Tubercle  Bacilli 
in  the  Sputum 

Tubercle  bacilli  in  the  sputum  are  enveloped  in 
masses  of  mucopurulent  material  which  is  not 
soluble  in  saliva  or  water.  In  order  to  increase 
or  concentrate  the  number  of  bacilli  per  unit  volume, 
they  must  first  be  freed  from  the  trap  of  muco- 
purulent sputum.  This  is  effected  by  digesting  or 
dissolving  the  mucopurulent  material  in  some  chem- 
ical solution,  of  which  one  of  the  best  is  a four 
per  cent  solution  of  sodium  hydroxide  in  commer- 
cial Clorox,  the  latter  being  essentially  a five  per 
cent  solution  of  sodium  hypochlorite.  This  mix- 
ture, which  approximates  fifty  per  cent  antiformin, 
dissolves  the  mucopurulent  fhaterial  and  non-acid- 
fast  organisms  within  a minute  or  so.  It  does  not, 
happily,  dissolve  the  acid-fast  tubercle  bacillus. 

Once  freed  from  enveloping  mucopus,  the  tu- 
bercle bacilli  may  be  concentrated  by  centrifuging 
or  by  other  physical  methods,  such  as  emulsifying 
the  treated  sputum  with  xylol  and  allowing  the  ba- 
cilli to  collect  in  the  xylol  cream  which  rises  to  the 
surface.  The  sputum  concentrate  is  stained  by  the 
usual  acid-fast  method  and  examined  microscopically. 

Sputum  concentration  magnifies  all  the  oppor- 
tunities which  the  direct  smear  possesses  for  turning 
out  false-positive  slides.  The  xylol  flotation  method 
is  so  sensitive  that  the  technician  must  be  careful 
not  to  obtain  false-positives  by  showing  up  acid-fast 
organisms,  dead  or  alive,  pathogenic  or  nonpatho- 
genic,  which  come  from  improperly  cleaned  labora- 
tory glassware,  especially  from  slides,  centrifuge 
tubes,  or  emulsifying  tubes  that  have  been  used  for 
previous  cases.  Proper  laboratory  technique,  however, 
will  reduce  the  chances  of  obtaining  false-positives 
to  a clinically  insignificant  degree.  Such  technique 
presupposes  that,  before  being  used,  all  laboratory 
glassware  is  boiled  for  half  an  hour  in  a weak  solu- 
tion of  lye  and  then  allowed  to  soak  in  the  well 
known  bichromate  and  sulfuric  acid  cleaning  fluid 
for  twenty-four  hours.  This  twenty-four  hour  soak 
in  acid  bichromate  solution  is  a minimum  require- 
ment of  the  Committee  on  Standard  Laboratory  Pro- 
cedure of  the  American  Trudeau  Society."’ 

Sputum  concentration  is  a very  satisfactory, 
practical  method  for  revealing  the  tubercle  bacillus 
and  is  now  the  standard,  routine  procedure  in  many 
sanatoria.  The  value  of  the  concentration  test  as 
compared  with  the  direct  smear  is,  of  course,  ob- 


vious. This  value  will  vary  with  the  number  of 
bacilli  present,  with  the  degree  of  concentration  at- 
tained, and,  as  in  the  case  of  the  direct  smear,  with 
the  technician’s  conception  of  proper  staining  meth- 
ods and  of  how  many  microscope  fields  should  be 
examined  before  calling  a slide  negative.  It  is  im- 
possible to  overestimate  the  importance  of  this  per- 
sonal factor  in  the  microscopic  search  for  pathogenic 
organisms. 

Examinations  of  the  Fasting 
Gastric  Contents 

Many  patients  with  roentgenologic  and  clinical 
evidence  suggesting  tuberculosis  are  not  conscious  of 
raising  sputum  and  it  is  difficult  to  obtain  satis- 
factory specimens  from  them  for  examination.  Such 
patients  are  often  continuously,  although  uncon- 
sciously, swallowing  small  amounts  of  sputum  which 
become  'pooled’  in  the  stomach.  Concentration  of  the 
fasting  gastric  contents  and  subsequent  examination 
by  smear,  culture,  and  animal  inoculation  is  an  ex- 
cellent method  for  demonstrating  the  tubercle  ba- 
cillus in  a considerable  percentage  of  these  cases. 
Gastric  lavage  for  tubercle  bacilli  is  of  particular 
value  in  children,  who  nearly  always  swallow  their 
sputum. 

The  value  of  examining  the  fasting  gastric  con- 
tents for  tubercle  bacilli  has  been  firmly  established 
by  much  careful  work,  and  the  procedure  is  now 
a routine  one  in  most  sanatoria.  In  a series  of  one 
hundred  and  twenty-three  newly  admitted  tubercu- 
lous patients,  Roper  and  Ordway  doubled  their  re- 
covery of  tubercle  bacilli  by  adding  concentration 
and  animal  inoculation  of  gastric  contents  to  a 
parallel  study  by  smear  and  animal  inoculation  of 
direct  sputum.10  Other  investigators  have  had  even 
more  spectacular  results.11  Through  use  of  this  meth- 
od during  the  past  decade  or  so,  many  experienced 
tuberculosis  specialists  have  had  to  revise  their  con- 
ception of  the  relative  stability  or  activity  of  'healed* 
lesions.  Negative  gastric  cultures  or  guinea  pig  ino- 
culations offer  a much  better  guarantee  of  true 
healing  than  similar  negative  examinations  of  the 
direct  sputum. 

Roper  and  Ordway  emphasize  the  well-known 
fact  that  the  number  of  tubercle  bacilli  in  a par- 
ticular patient’s  sputum  may  vary  greatly  from  day 
to  day,  or  in  afternoon  specimens  as  compared  with 
morning  specimens,  this  variability  holding  true  both 
for  direct  sputum  examinations  and  gastric  wash- 
ings. The  conclusion,  as  in  the  case  of  direct  smears, 
is  that  repeated  gastric  lavages  should  be  carried  out 
if  the  first  is  negative. 

Culture  of  the  Tubercle  Bacillus 

Nationally  known  authorities  have  done  much 
careful  experimental  work  in  order  to  determine  the 
relative  sensitiveness  of  concentration,  culture,  and 
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animal  inoculation  methods  for  demonstrating  the 
tubercle  bacillus12.  Results  vary  with  the  techniques 
used.  In  general  it  may  be  stated  that  the  best 
cultural  methods  hold  an  unquestioned  superiority 
over  the  best  concentration  methods  and  are  only 
questionably  inferior  to  animal  inoculation.  This 
does  not  provide  an  argument  for  dispensing  with 
animal  inoculation.  Culture  and  animal  inoculation 
complement  each  other  in  the  elimination  of  inherent 
deficiencies,  in  the  separate  methods. 

Artificial  culture  offers  an  extremely  sensitive 
means  of  detecting  the  tubercle  bacillus  in  patho- 
logical material.  This  statement  is  subject  to  a con- 
dition, however.  It  holds  true  only  if  modern,  tech- 
nically perfect  culture  media  are  used,  if  meticulous 
care  is  taken  to  prevent  contamination,  and  if  care 
is  taken  in  identifying  the  organism  grown. 

In  recent  years  there  have  been  great  advances 
made  in  media  for  culturing  the  tubercle  bacillus. 
The  media  recommended  by  the  Committee  on  Stan- 
dard Laboratory  Procedure  of  the  American  Trudeau 
Society  are  Loewenstein’s  medium  as  modified  by 
Jensen  and  Holmes,  or  as  modified  by  Petrik,  and 
Petragnani’s  medium  as  modified  by  Saenz5.  Corper 
criticizes  the  employment  of  these  complex  media 
for  diagnostic  culture  work,  and  shows  that  his  sim- 
pler egg-yolk  medium  is  equally  efficient15.  It  cannot 
be  too  greatly  emphasized  that  the  success  of  the 
culture  method  will  vary  tremendously  with  the  de- 
gree of  adherence  to  technical  details  in  preparing 
the  media.  Some  of  these  details  have  been  recently 
reviewed  by  Corper  and  Cohn15. 

Falsely  negative  cultures  may  result  from  (a)  the 
use  of  unsuitable  culture  media — important,  (b)  too 
thick  a layer  of  inoculum  on  the  medium,  thereby 
excluding  oxygen  from  the  bacilli — important,  (c) 
overtreating  the  specimen  with  chemicals  used  to 
destroy  contaminating  organisms,  (d)  failure  to  neu- 
tralize the  material  for  inoculation  following  treat- 
ment for  concentration  or  contamination,  (e)  failure 
to  inoculate  several  tubes,  (f)  failure  to  incubate 
long  enough,  or  (g)  prolonged  exposure  of  the  ma- 
terial to  light  prior  to  attempts  at  culture. 

Falsely  positive  cultures  may  be  reported  as  the 
result  of  one  of  two  errors,  viz:  (a)  Contamination 
of  the  culture  tube  with  tubercle  bacilli  from  a 
source  other  than  the  specimen  being  examined,  (b) 
Contamination  of  the  culture  tube  with  a non- 
pathogenic  acid-fast  which  is  mistaken  for  the  tu- 
bercle bacillus.  This  group  would  also  include  cases 
of  mistaken  identity  involving  such  organisms  as 
the  smegma  bacillus  and  acid-fast  diphtheroids  ac- 
tually present  in  the  specimen  being  cultured. 

In  a laboratory  where  much  examination  of  tu- 
berculous sputum,  urine,  etc.,  is  being  done,  occa- 
sionaly  contamination  of  cultures  is  inevitable  unless 
certain  precautions  are  taken.  This  is  particularly  so 


when  the  sputum,  urine,  etc.,  to  be  cultured  is  first 
concentrated  in  unsterile  glassware  previously  used 
for  identical  purposes.  It  should  be  remembered  that 
the  tubercle  bacillus  is  difficult  to  kill  by  chemical 
means.  Thus,  ten  to  fifteen  per  cent  sulfuric  acid 
will  not  kill  the  tubercle  bacillus  or  destroy  its 
ability  to  grow  in  culture  even  after  half  an  hour’s 
contact  in  an  emulsion  with  sputum. 

In  this  connection  it  is  only  fair  to  state  that 
false-positive  contaminations  with  the  tubercle  ba- 
cillus are  not  necessarily  the  fault  of  the  laboratory. 
The  contamination  may  have  come  from  an  unsteri- 
lized sputum  bottle,  from  an  unsterilized  urinal,  or 
from  the  twenty-four  hour  specimen  bottle  in  which 
the  urine  was  collected.  (For  an  excellent  discussion 
of  the  survival  and  viability  of  the  ttibercle  bacillus 
outside  of  the  human  body  the  reader  is  invited  to 
study  the  article  on  the  subject  by  C.  Richard 
Smith.15).  Likewise,  the  physician  should  not  hastily 
condemn,  because  of  a negative  roentgenogram,  the 
laboratory  finding  of  a positive  sputum  culture. 
The  laboratory  findings  may  be  accurate  and  cor- 
rect, as  will  be  seen  presently  when  this  matter  is 
discussed  more  fully. 

The  sensitivity  of  the  guinea  pig  inoculation  test 
is  often  emphasized  by  the  statement  that  only  a very 
few  bacilli  (one  or  two,  according  to  some  authori- 
ties) are  sufficient  to  cause  tuberculous  disease.  It  is 
equally  true  that  a single  viable  bacillus  is  capable  of 
developing  into  a gross  culture,  a fact  which  makes 
evident  the  significance  of  meticulously  avoiding 
contamination  in  culture  work. 

The  experienced  and  careful  laboratory  worker 
will  seldom  if  ever  mistake  a saprophytic  acid-fast 
culture  for  a culture  of  the  tubercle  bacillus.  Rate 
of  growth  and  cultural  morphology  are  usually  dis- 
tinctive. Macroscopic  growth  appearing  before  twelve 
days  should  make  the  technician  suspect  that  he  is 
not  dealing  with  the  tubercle  bacillus.  Growth  of 
the  latter  organism  usually  becomes  apparent  be- 
tween the  seventeenth  and  thirtieth  days.  All  cul- 
tures should  be  examined  microscopically  for  acid- 
fast  bacilli.  Macroscopic  growths  of  tubercle  bacilli 
are  not  easily  emulsified,  a property  which  helps  to 
distinguish  tubercle  bacilli  from  other  acid-fasts. 
Growth  of  an  acid-fast  organism  at  room  tempera- 
ture serves  to  distinguish  it  as  nonpathogenic. 

Acid-fasts  obtained  from  atypical  macroscopic 
growths,  and  which  are  microscopically  typical  of 
tubercle  bacilli,  often  are  not  tubercle  bacilli17.  They 
may  be  smegma  bacilli,  an  organism  which  some- 
times fairly  closely  resembles  the  tubercle  bacillus 
both  microscopically  and  in  cultural  characteris- 
tics18. Whenever  there  is  the  slightest  suspicion  as 
to  the  identity  of  an  acid-fast  organism  obtained  by 
culture,  a guinea  pig  inoculation  with  the  culture 
should  be  made.  The  laboratory  worker  who  is  not 
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critical  of  variations  in  the  appearance  of  macros- 
copic growths,  who  interprets  his  cultures  without 
microscopic  confirmation,  and  whose  suspicions  are 
not  easily  aroused  by  atypical  staining  and  morpholo- 
gy of  acid-fast  organisms,  will  inevitably  make  oc- 
casional false-positive  diagnoses. 

Pappenheim’s  stain  is  not  entirely  satisfactory  as 
a means  of  differentiating  between  the  smegma  ba- 
cillus and  the  tubercle  bacillus.  Bent  and  West 
describe  a method  of  differentiating  between  these 
two  organisms  by  growing  them  on  Petragnani’s  or 
Petroff’s  medium  containing  malachite  green  or  some 
other  triphenylmethane  dye19.  The  smegma  bacillus 
causes  decolorization  of  the  dye.  The  tubercle  ba- 
cillus causes  no  decolorization. 

The  human,  bovine,  and  avian  types  of  the 
tubercle  bacillus  can  be  readily  differentiated  by 
cultural  characteristics  and  reaction  of  animals  to 
inoculation.  Bovine  bacilli  will  kill  a rabbit  in  two 
to  five  weeks.  Human  bacilli  produce  a mild  disease 
in  the  rabbit,  death  being  delayed  for  six  months  or 
longer.  Guinea  pigs  are  very  susceptible  to  the  hu- 
man and  bovine  bacilli,  but  very  resistant  to  the 
avian  bacillus. 

Animal  Inoculation 

Guinea  pig  inoculation  is  probably  the  surest 
means  of  detecting  or  ruling  out  the  presence  of  the 
tubercle  bacillus  in  pathological  materials.  If  ba- 
cilli are  present,  their  detection  is  almost  a certainty. 
Some  culture  enthusiasts,  not  without  an  abundance 
of  supporting  evidence,  will  deny  this  alleged  su- 
periority of  animal  inoculation. 

The  great  advantage  of  the  animal  inoculation 
method  is  that  it  not  only  discovers  bacilli  when 
present  but  identifies  them  beyond  question  through 
the  development  of  tuberculous  disease.  The  two 
disadvantages  of  the  animal  inoculation  method  are 
the  time  required  for  tuberculosis  to  develop  in  the 
animal,  and  the  cost. 

Except  when  the  guinea  pig  shows  evidence  of 
tuberculosis,  the  safest  rule  is  to  keep  the  animal 
for  three  months  before  killing  and  examining  it. 
It  is  a common  practice,  however,  to  kill  and  autopsy 
the  animal  at  six  weeks.  Caseous  enlargement  of  the 
lymph  glands  draining  the  inoculation  point  in  the 
groin  is  the  usual  evidence  sought.  If  the  pig  is 
killed  early,  the  glands  may  be  enlarged  but  not 
caseous.  The  spleen  or  liver  may  show  tubercles. 
Diagnosis  should  not  be  considered  unequivocally 
positive  until  smears  are  made.  When  the  guinea  pig 
has  been  injected  with  an  atypical  culture,  histo- 
logic sections  may  be  advisable.  False-negatives  are 
possible  if  the  animal  is  killed  too  soon,  or  if  the 
bacilli  were  killed  by  overtreatment  with  the  chem- 
icals used  to  destroy  contaminating  organisms.  False- 


positives  are  possible  from  unsterile  sputum  bottles, 
unsterile  centrifuge  tubes,  etc. 

Negative  Chest  X-ray  Associated  with  Non- 
Pathogenic,  Acid-Fast  Organisms  in 
the  Sputum 

Occasionally  the  physician  is  confronted  with  the 
problem  of  a negative  chest  film  but  the  presence 
of  acid-fast  organisms  in  the  sputum.  The  question 
immediately  arises  as  to  whether  these  organisms  are 
pathogenic  or  nonpathogenic. 

The  possibility  of  sputum  being  contaminated 
with  acid-fasts  from  water,  soil,  and  food  has  already 
been  noted.  At  least  two  cases  are  reported  in  the 
literature  in  which  nonpathogenic  acid-fasts  were 
repeatedly  present  in  the  sputum  of  patients  who 
had  cardiospasm  and  pulmonary  induration,  the  lat- 
ter resulting,  presumably,  from  aspirotion  of  food20. 

The  smegma  bacillus  has  been  identified  fairly 
frequently  in  the  sputum  of  bronchiectasis.  One 
can  well  imagine  with  what  ease  this  bawdy  organ- 
ism might  adjust  its  unrefined  tastes  to  such  an 
environment. 

When  leprosy  bacilli  are  present  in  the  nose, 
they  may  also  be  found  in  the  sputum,  especially  if 
concentrates  are  done.  In  Hawaii  this  possibility 
must  always  be  remembered. 

The  most  common  saprophytic  organisms  inhabit- 
ing the  nose  and  nasopharynx  are  those  constituting 
the  group  known  as  the  diphtheroid  bacilli.  These 
diphtheroids  may  sometimes  develop  varying  degrees 
of  acid-fastness,  and,  as  may  be  surmised  from  the 
following  case  reports,  might  be  mistaken  for  tu- 
bercle bacilli. 

Case  1.  R.  K.,  No.  8829,  a Hawaiian  woman, 
aged  74,  was  admitted  to  the  Leahi  Hospital  on  Oct. 
17,  1939,  with  a diagnosis  of  pulmonary  tuberculosis 
based  on  chronic  cough,  questionable  roentgenologic 
evidence,  and  the  finding  of  acid-fast  bacilli  in  the 
sputum  by  smear  on  several  occasions.  The  patient 
was  found  to  have  arteriosclerosis,  hypertensive  car- 
diac enlargement,  and  positive  Wassermann  and 
Kahn  reactions.  Roentgenograms  of  the  chest  showed 
only  slight  accentuation  of  the  perihilar  markings, 
a change  interpreted  as  probably  of  cardiac  origin. 
Sputum  examinations  revealed  a considerable  num- 
ber of  acid-fast  bacilli  in  almost  every  specimen. 
They  closely  resembled  tubercle  bacilli,  but  further 
studies  by  cultures  (three)  and  guinea  pig  inocula- 
tion (one)  were  negative.  Nasal  scrapings  revealed 
acid-fast  organisms  similar  to  those  obtained  in  the 
sputum.  Consultation  with  the  medical  staff  of 
Kalihi  Hospital  failed  to  reveal  clinical  evidence  of 
leprosy.  The  organism  was  studied  extensively  in  the 
Leahi  Hospital  laboratory  and  in  the  Kalihi  Hospi- 
tal laboratory  and  was  finally  interpreted  as  being 
a weakly  acid-fast  diphtheriod.  The  patient  was  dis- 
charged as  having  no  tuberculosis. 

Case  2.  C.  D.  H.,  No.  7092,  a Chinese  man,  aged 
55,  was  admitted  to  the  Leahi  Hospital  on  May  9, 
1934,  on  the  basis  of  positive  sputum.  The  chief 
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complaints  were  headache,  weakness,  foul  breath, 
and  excessive  salivation.  Roentgenograms  of  the 
lungs  were  essentially  negative.  Several  direct  spu- 
tum smears  revealed  acid-fast  bacilli.  Four  cultures 
and  one  guinea  pig  inoculation  failed  to  demonstrate 
the  tubercle  bacillus.  Subsequently,  nasal  swab  and 
throat  swab  smears  vvere  found  to  contain  the 
same  organism.  The  specific  identity  of  the  organism 
was  not  determined.  As  in  the  previous  case,  it  was 
quite  likely  a diphtheroid.  Skin  snips  and  clinical 
examination  for  leprosy  were  negative. 

It  might  be  pointed  out  here  that  failure  to 
secure  a culture  of  an  acid-fast  organism  which  is 
known  to  be  present  in  a specimen  is  in  itself  good 
evidence  that  the  organism  is  not  the  tubercle  ba- 
cillus. Saprophytic  acid-fasts  are  more  readily  killed 
by  the  chemicals  used  to  destroy  contaminating  or- 
ganisms in  the  specimen  before  culture  inoculation 
is  made. 

Positive  Chest  X-ray  Associated  with  Non- 

PATHOGENIC,  AcID-FaST  ORGANISMS  IN 

the  Sputum 

Case  3.  A.  K.  H.(  No.  7673,  a Hawaiian  woman, 
aged  53,  tvas  admitted  to  the  Leahi  Hospital  on  Feb. 
21.  1936.  This  patient  was  a contact  to  her  daughter, 
who  had  far-advanced  pulmonary  tuberculosis.  Her 
only  complaint  was  of  a productive  cough.  Physical 
findings  consisted  of  low-grade  fever,  atrophic  rhini- 
tis, chronic  suppurative  sinus  disease,  and  coarse 
bubbling  rales  over  the  lower  tsvo-thirds  of  both 
lungs.  The  chest  film  showed  bilateral  basal  infil- 
trations suggesting  bronchiectasis.  The  sputum  was 
abundant  and  mucopurulent. 

On  two  occasions  smears  showed  large  numbers 
of  acid-fast  organisms  in  the  sputum.  The  remaining 
examinations,  a total  of  sixty,  failed  to  reveal  any 
acid-fasts.  Concentrates  and  one  guinea  pig  inocula- 
tion were  also  negative.  A diagnosis  of  bronchiecta- 
sis was  made  and  it  was  felt  that  the  organisms 
obtained  in  the  two  positive  specimens  were  not 
tubercle  bacilli.  Scrapings  from  the  nose  revealed 
similar  organisms.  Consultation  with  the  Kalihi 
Hospital  staff  revealed  no  clinical  evidence  of  lepro- 
sy. Further  study  of  the  organism  at  both  the  Leahi 
Hospital  and  Kalihi  Hospital  proved  that  it  was  not 
the  tubercle  bacillus,  the  final  opinion  being  that 
it  was  a diphtheroid. 

Case  4.  A.  M.  H.,  a Caucasian-Hawaiian  man, 
aged  49,  was  admitted  to  the  Leahi  Hospital  on 
Oct.  23,  1937.  He  subsequently  died  of  bronchogenic 
carcinoma.  During  the  patient’s  stay  in  the  hospi- 
tal, and  in  the  course  of  a large  number  (forty)  of 
sputum  examinations,  acid-fast  organisms  were  found 
on  two  occasions.  Four  cultures  and  one  guinea  pig 
inoculation  were  negative  for  tubercle  bacilli. 

Case  5.  U.  N.,  No.  5167,  a Japanese  woman,  aged 
36,  was  admitted  to  the  Leahi  Hospital  on  Dec.  28, 
1928  Her  chest  films,  plus  persistent  findings  of  acid- 
fast  bacilli  by  smear  in  the  sputum,  led  to  a con- 
fident diagnosis  of  tuberculosis.  This  patient  died 
following  an  operation.  Post  mortem  examination 
revealed  that  no  tuberculosis  was  present,  but  that 
the  pathologic  findings  in  the  roentgenograms  were 
due  to  the  presence  of  a dermoid  cyst  "filled  with 
yellowish,  cheesy  material  interspersed  with  light- 


colored  hair.  The  yellowish  material  in  the  der- 
moid was  found  to  consist  of  masses  of  acid-fast  bacil- 
li. These  organisms  were  not  tubercle  bacilli,  but 
their  specific  identity  was  not  established.  Presum- 
ably the  dermoid  cyst  communicated  with  a bron- 
chus, although  such  a finding  is  not  noted  in  the 
record. 

Negative  Chest  X-ray  Associated  with 
Tubercle  Bacilli  in  the  Sputum 

All  in  all,  cases  such  as  the  above  are  relatively 
rare.  Acid-fasts  in  the  sputum  nearly  always  turn 
out  to  be  true  tubercle  bacilli.  This  having  been 
proved  by  cultures  or  guinea  pig  inoculation,  it  is 
evident  that  a tuberculous  lesion  must  be  present  in 
spite  of  a negative  x-ray.  Under  these  circumstances, 
the  lesion  nearly  always  consists  of  cither  a caseous 
hilar  gland  which  has  ulcerated  into  a bronchus,  or 
of  a cavity  in  the  subapical  portion  of  a lower 
lobe1’1. 

Caseous  hilar  glands  are  much  more  common 
than  caseous  cervical  glands.  The  broncho-pulmonary 
and  tracheo-bronchial  lymph  glands  lie  immediately 
in  contact  with  the  walls  of  the  air  passages.  It  is 
thus  not  surprising  that  caseous  hilar  glands  oc- 
casionally ulcerate  into  a bronchus.  When  this  hap- 
pens, a positive  sputum  results. 

Ulceration  of  hilar  glands  has,  of  course,  been 
seen  at  autopsy  by  many  pathologists,  and  the  diag- 
nosis may  often  be  surmised  clinically.  I have  seen 
the  syndrome  in  three  cases  under  observation  for 
hilar  gland  enlargement,  though  the  majority  of 
cases  are  probably  not  recognized  clinically.  Because 
of  the  age  incidence  of  primary  tuberculous  infec- 
tion, the  syndrome  is  much  more  common  in  infants 
and  small  children. 

Rupture  of  a caseous  gland  into  a bronchus  com- 
monly results  in  the  more  or  less  abrupt  onset  of 
cough,  expectoration,  and  positive  sputum.  Occa- 
sionally, evacuation  of  a caseous  gland  into  a bron- 
chus gives  rise  to  acute  dyspnea  and  suffocation. 
Often  the  episode  is  quickly  followed  by  rapidly  pro- 
gressing pulmonary  tuberculosis  if  the  aspiration  is 
massive,  or,  if  the  seeding  is  not  too  heavy  and  the 
resistance  high,  by  an  acute  exudative  lesion  in  the 
lung,  one  form  of  the  clinical  hodgepodge  known  as 
'epituberculosis.’  The  onset  of  symptoms  may  be 
more  gradual  if  the  fistulous  communication  is  of 
small  size,  as  is  probably  so  in  the  majority  of  cases. 
The  complaints  may  then  be  of  obstinate,  not  too 
productive  cough,  and  may  suggest  that  diagnosis  of 
which  the  physician  should  always  be  wary,  espe- 
cially in  youngsters,  primary  chronic  bronchitis. 

When  caseous  glands  are  completely  evacuated 
into  the  air  passages  over  a short  period  of  time,  a 
highly  positive  sputum  may  exist  during  the  period 
of  evacuation.  It  may  then  suddenly  become  much 
more  difficult  to  find  tubercle  bacilli  in  the  sputum. 
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Rapid  evacuation  of  the  glands  is  due  to  the  fact 
that  liquefaction  of  the  caseous  material  usually 
precedes  the  rupture.  Liquefied  caseous  material  char- 
acteristically teems  with  bacilli.  Following  evacua- 
tion of  this  material,  the  number  of  bacilli  in  the 
sputum  sharply  drops.  However,  the  abscess  cavity 
of  the  gland  persists  for  variable  lengths  of  time 
and  will  continue  to  expel  tubercle  bacilli  in  dimin- 
ishing numbers.  These  are  ideal  cases  for  recovering 
the  tubercle  bacillus  by  gastric  lavage. 

The  subapical  portion  of  each  lower  lobe  lies 
directly  behind  the  hilum  in  that  portion  of  the 
lung  which  rests  in  the  so-called  costovertebral  gut- 
ter. At  this  subapical  level,  especially  in  short  or  fat 
subjects,  the  border  of  the  mediastinal  shadow  in  the 
x-ray  lies  considerably  lateral  to  the  vertebral  col- 
umn. This  means  that  an  appreciable  volume  of  the 
subapical  portion  of  each  lower  lobe  lies  behind, 
and  is  obscured  by,  the  mediastinal  shadow.  (It  is 
to  be  noted  that  the  apices  of  the  lower  lobes  lie 
considerably  more  caudad  in  the  average  postero- 
anterior  roentgenogram  than  one  might  imagine  from 
application  of  descriptive  anatomy.)  Most  cavities  in 
the  lower  lobes  are  found  in  the  subapical  region. 
Such  cavities  may  be  invisible  in  postero-anterior 
films  and  the  remainder  of  the  lung  field  may  be 
clear.  A film  taken  in  the  oblique  position  will 
clearly  reveal  such  a cavity.  Whenever  a patient, 
especially  an  adult,  has  a positive  sputum  with  a 
negative  postero-anterior  plate,  oblique  plates,  pre- 
ceded by  fluoroscopy  for  optimum  positioning,  should 
always  be  taken. 

Very  occasionally  a positive  sputum  with  nega- 
tive x-ray  findings  will  be  associated  with  tracheo- 
bronchial tuberculosis.  It  is  to  be  suspected  that  a 
good  many,  if  not  all,  of  these  cases  are  secondary 
to  ulceration  of  caseous  glands  into  the  bronchi. 

Rarely,  a positive  sputum  is  due  to  tuberculous 
ulceration  of  the  nasal  septum,  adenoid  tissue,  tonsil, 
pharynx,  or  tongue.  Usually,  however,  these  ulcera- 
tions have  such  definitely  localizing  symptoms  that 
they  seldom  give  rise  to  difficulty  in  diagnosis. 

Trudeau  and  Yeager’s  report  would  seem  to  in- 
dicate a very  favorable  prognosis  for  patients  with 
positive  sputum  but  negative  x-ray  findings22.  How- 
ever, in  seventy-five  of  the  one  hundred  such  cases 
which*  these  authors  followed,  the  diagnosis  of  posi- 
tive sputum  was  based  on  a single  finding.  Granting 
that  the  majority  of  the  acid-fasts  found  in  Trudeau 
and  Yeager’s  series  may  have  been  tubercle  bacilli, 
the  same  favorable  prognosis  cannot  be  allowed  for 
those  patients  with  negative  x-rays,  in  whom  a 
positive  sputum  is  repeatedly  found.  In  these  cases 
the  early  development  of  a parenchymal  lesion  is 
common21.  Such  cases  should  be  followed  very  close- 
ly. Failure  of  a lesion  to  develop  should  arouse  sus- 
picion that  one  is  not  dealing  with  the  tubercle 
bacillus. 
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Bacillus  Tuberculosis— Views  Regarding  the  Diagnostic  and 
Prognostic  Importance  of  Its  Presence  in  the  Sputum  * 

Prologue 

D.  W.  Chisholm,  M.  D. 

To  understand  the  first  few  paragraphs  of  Dr.  Otto  Fennel’s  paper  it  is  important  to  note  that  at 
the  time  it  was  written,  1884,  Koch’s  tubercle  bacillus  had  been  known  for  but  two  years,  and  that  the 
great  Virchow  had  eighteen  years  yet  to  live.  The  following  quotation  from  the  first  edition  of  Osier’s 
Principles  and  Practice  of  Medicine  will  explain  why  the  pathology  of  tuberculosis,  or  consumption,  or 
phthisis,  was  a subject  for  controversy  in  some  minds  even  two  years  after  the  tubercle  bacillus  had  been 
discovered.  Osier  states  (1892):  “Only  a great  master  like  Virchow  could  have  won  the  profession  from  a 
belief  in  the  unity  of  phthisis,  which  the  genius  of  Laennec  had,  on  anatomical  grounds,  announced.  Here 
and  there  a teacher,  as  Wilson  Fox,  protested,  but  the  heresy  prevailed,  and  we  repeated  the  striking  aph- 
orism of  Niemeyer,  ‘The  greatest  evil  which  can  happen  to  a consumptive  is  that  he  should  become 
tuberculous.’  It  was  thought  that  the  products  of  any  simple  inflammation  might  become  caseous  and 
that  ordinary  catarrhal  pneumonia  terminated  in  phthisis.  It  was  peculiarly  fitting  that  from  Ger- 
many, in  which  the  dualistic  heresy  arose,  the  truthof  Laennec’s  views  should  receive  incontestable  proof, 
in  the  demonstration  by  Koch  of  the  etiological  unity  of  all  the  various  processes  known  as  tuberculous 
and  scrofulous.” 


Goettingen,  July  29,  1884 
Editors  Lancet  and  Clinic: 

Can  it  not  now  be  accepted  as  an  established 
fact  in  the  general  pathology  of  phthisis  pulmonalis, 
that  all  forms  of  this  disease  are  of  tubercular  origin? 
All  recent  investigations  and  researches  in  this  field 
certainly  seem  to  me  to  establish  more  and  more 
the  truth  of  this  statement.  The  original  distinction 
of  Virchow,  separating  the  caseous  pneumonia  and 
caseous  bronchitis  from  the  true  tubercular  form 
of  phthisis,  must  still  be  partially  upheld  on  account 
of  descriptive  anatomical  reasons;  nevertheless,  this 
division  of  processes  must  be  abandoned,  not  only 
from  existing  histological  relations,  but  more  especial- 
ly from  an  etiological  and  practical  point  of  view. 
A careful  microscopic  examination  already  showed  a 
similar  histological  character  of  the  elements  in  both 
the  forms  of  caseous  pneumonia  and  bronchitis  as 
in  the  so-called  true  tubercle.  In  all  forms  of  phthisis, 
even  in  the  non-apparent  tubercular  varieties,  we 
always  find  the  characteristic  submiliary,  non-vas- 
cular  nodules  with  giant  cells  which  are  typical  of 
the  fully  developed  tubercle. 

These  formerly  unknown  charateristics  of  mor- 


*  Fennel,  Otto  W. : Foreign  Correspondence.  The  Cincinnati 
Lancet  and  Clinic  52:285  (Sept.  13)  1884. 


bid  anatomy  of  phthisical  lung  have  certainly  at 
present  much  limited  Virchow’s  views  of  duality  of 
phthisis;  the  everyday  occurrence,  for  instance,  of 
tubercular  pleuritis  complicating  a case  of  caseous 
pneumonia  could  not  any  longer  be  explained  as 
the  onset  of  a new  disease  (as  Virchow  and  followers 
taught),  but  was  solely  to  be  explained  as  an  ex- 
tension of  the  same  morbid  process  existing  in  the 
lungs  to  its  investing  membrane.  It  seems  strange 
that  this  simple  and  self-evident  explanation  of  the 
process,  cqmpared  with  the  former  views,  was  so 
long  in  becoming  established, — yet  such  was  the  case. 

Several  years  later  Charcot  and  his  school  then 
claim*  from  original  and  similar  observations  to 
have  discovered  the  "unite  de  la  phthisis,”  and  Rind- 
fleisch,  in  his  article  upon  the  subject,  arrived  at 
similar  conclusions.  Finally,  Cohnheim  and  others 
in  still  later  years  in  their  experimental  investigations 
showed  the  inoculabilty  of  the  tubercular  virus,  and 
then  Koch’s  great  epoch-making  discoveries  proved 
beyond  the  peradventure  of  a doubt  that  phthisis 
and  tuberculosis  had  a common  etiological  factor 
and  only  in  very  exceptional  cases  do  other  causes 
complicate  the  morbid  change. 

Pulmonary  consumption  must  therefore  be  con- 
sidered to  be  in  by  far  the  majority  of  cases  a local 
tuberculosis  of  the  lungs.  Consequently,  if  we  find 
those  parasites  (which  we  know  to  produce  tuber- 
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culosis)  in  the  sputum,  we  must  draw  the  conclusion 
that  a tubercular  process  is  taking  place  somewhere 
in  the  respiratory  apparatus  (including  mucous  mem- 
brane of  mouth  and  throat).  But  must  we  like- 
wise infer  that  a general  tuberculosis  will  of  necessi- 
ty result  sooner  or  later  and  the  case  prove  to  be  a 
literally  hopeless  one?  No,  that  would  indeed  be  a 
grave  mistake,  for  the  bacillus  is  not  only  found  in 
those  cases  of  tuberculosis  in  which  the  process  is 
spreading  more  or  less  rapidly,  and,  eventually,  by 
entering  blood  and  lymph  channels,  is  extended  over 
the  entire  organism,  but  likewise  in  those  less  severe 
cases  in  which  it  has  for  years  and  tens  of  years 
been  latent  (even  finally  entirely  disappeared)  [and] 
in  those  varieties  known  as  "localized  tuberculosis.” 

In  this  respect  the  human  organism  seems  to 

differ  materially  from  that  of  the  lower  animals 
(experiments  upon  rabbits  and  guinea-pigs  proving 
that  inoculation,  for  instance,  in  the  anterior  cham- 
ber of  the  eye,  with  the  tubercular  virus  produces 
tubercular  deposits  in  the  bulbs  and  general  infection 

rapidly  following,  the  animal  perishing  from  its 

effects),  while  in  man  it  is  a settled  pathological 

derivatiorf  that  the  process  may  run  for  a long  period 
a relatively  benign  course  and  even  terminate  in  the 
disappearance  of  the  original  tubercular  deposits.1 
It  is  true  that  as  long  as  the  nidus  remains  there 
is  always  danger  of  a sudden  increase  of  intensity 
of  process  and  without  any  cause  that  we  may  de- 
termine [it  may]  take(s)  on  a sudden  local  or  gen- 
eral extension.  The  human  body,  however,  appears 
in  the  majority  of  cases  to  be  only  a tolerably  fertile 
soil  for  the  bacillus,  so  that  they  multiply  but  spar- 
ingly, but  if  under  certain  (to  us  yet  unknown) 
conditions  there  takes  place  a rapid  development  of 
the  parasites  there  follows  necessarily  a rapid  exten- 
sion of  the  process.  At  present  we  do  not  as  yet 
possess  a knowledge  of  those  pathological  conditions 
which  in  many  cases  retard  the  development  of  the 
germ;  could  we  but  create  them  we  would  have 
established  the  greatest  advance  in  modern  thera- 


1 In  the  light  of  present-day  knowledge  of  the 
pathogenesis  of  tuberculosis,  it  is  evident  that  in  this 
paragraph  Otto  Fennel  is  failing  to  distinguish  be- 
tween primary  tuberculous  infection  in  animals  and 
secondary  or  reinfection  tuberculosis  in  man.  Primary 
inoculation  (infection)  in  man  follows  the  same 
course  as  primary  inoculation  in  animals,  i.e.,  it  is 
followed  within  a matter  of  hours  by  a tubercle  bacil- 
lus bacillemia  which  continues,  probably  intermit- 
tently, for  a variable  number  of  days  until  such  time 
as  the  reaction  of  a developing  allergy  localizes  the 
organisms.  The  end  result  of  this  primary  hemato- 
genous dissemination  varies  with  the  specific  host. 
In  man  the  dissemination  only  occasionally  results 
in  either  immediate  or  late  progressive  disease.  Such 
metastatic  foci  as  are  set  up  are  abortive.  In  the 
guinea  pig  this  primary  dissemination  nearly  always 
’cads  to  fatal  generalized  tuberculosis. — D.W.C. 


peutics,  viz.:  the  successful  treatment  of  tuberculo- 
sis,. and  although  we  have  at  the  present  time  not 
solved  this  great  problem,  the  paths  to  its  successful 
attainment  have  already  been  partially  opened  and  we 
may  hope  that  this  high  aim  will  be  reached  by  the 
continued  diligent  labor  of  the  investigators  in  the 
near  future.2 

Now,  when  we  find  the  bacillus  in  the  sputum, 
we  at  once  prove  that  a tuberculous  process  exists, 
which  perhaps  may  by  rapidly  extending  local  de- 
struction and  conveyance  to  other  organs  become 
eminently  dangerous  to  life,  but  again  which  may 
run  a very  slow  bland  course,  the  original  deposit 
even  undergoing  secondary  degeneration  and  disap- 
pearance. 

The  diagnosis  of  pulmonary  consumption,  veri- 
fied by  presence  of  the  bacilli,  is  now  often  made, 
when  formerly  only  a doubtful  one  was  possible. 
The  bacilli  are  found  on  the  surface  of  every,  even 
the  smallest,  phthisical  cavern,  on  tubercular  defects 
of  the  bronchi,  etc.,  in  .large  numbers.  They  are 
found  much  more  easily  and  readily  in  the  sputum 
than  the  elastic  fibres,  by  means  of  which  only  here- 
tofore destructive  processes  in  the  lungs  were  ascer- 
ed,  because  of  their  well-marked  properties  of  taking 
up  certain  coloring  agents,  by  means  of  which  they 
are  at  once  brought  into  prominent  view  possessing 
their  characteristic  outlines  and  isolated  colors.  We 
can,  therefore,  by  a careful  examination  of  the  sputa, 
recognize  those  numerous  lighter  cases  of  phthisis 
which  terminate  favorably  and  were  formerly  diag- 
nosed as  "suspicious”  pulmonary  catarrhs,  bronchi- 
tis, etc.,  indeed  even  those  cases  which  exhibit  only 
slight  subjective  symptoms.  And  we  see  best  from 
the  dissecting  table  how  eminently  numerous  are 
these  cases  of  phthisis  with  a favorable  termination. 


2 Otto  Fennel  would  perhaps  be  greatly  sur- 
prised could  he  know  that  even  today  we  have  no 
specific  measures  for  the  treatment  of  tuberculosis. 
It  is  true  that  we  have  learned  of  the  tremendous 
importance  of  variable  individual  allergy  in  res- 
ponse to  the  tubercle  bacillus.  We  know  that  allergy 
has  much  to  do  with  the  type  of  tuberculous  path- 
ology (exudation,  caseation,  productive,  or  mixed 
reaction)  manifested  by  any  one  individual.  How- 
ever, about  the  only  therapeutic  lesson  we  draw  from 
this  knowledge  is  in  the  line  of  prevention:  Avoid 
progressive  disease  in  the  highly  allergic,  primarily 
infected  individual  (commonly  an  infant  or  small 
child)  by  preventing  frequent  reinfection  by  remov- 
ing that  individual  from  the  source  of  infection — 
commonly  a parent. 

The  relationship  between  allergy  and  immunity 
in  tuberculosis  is  still  controversial.  Until  we  know 
morp  about  -this  relationship,  and  much  more  about 
the  individual  factors  of  allergy  and  immunity, 
we  are  at  a loss  to  adequately  explain  individual  and 
racial  variations  in  resistance  to  the  tubercle  bacillus. 

—D.W.C. 
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In  apparently  healthy,  strong  individuals,  adults,  who 
have  met  their  death  suddenly  from  some  accident, 
acute  disease,  etc.,  we  find  by  a more  searching  in- 
vestigation in  almost  half  of  all  cases  the  signs  and 
remains  of  a phthiscal  destructive  process  in  the  lungs, 
and  that  in  the  form  of  cheesy,  often  calcareous, 
incrusted  masses,  with  cavity  formation,  surrounded 
by  indurated  cicatricial  tissue.  Now  many  of  these 
cases  have  run  their  course  perfectly  latent,  at  least 
the*  majority  of  them  have  never  caused  the  slight- 
est suspicion  of.  a pulmonary  affection;  but,  again, 
in  each  and  every  one,  the  bacillus  tuberculosis  could 
have  been  proved  to  have  been  present  at  a certain 
time. 

However,  that  from  these  cases,  to  outward  ap- 
pearances terminating  favorably  and  the  process  in- 
volving but  a small  area,  there  can  suddenly  develop 
a tubercular  pleuritis,  indeed  a fatal  tubercular  men- 
ingitis, etc.,  is  well  known  to  all  experienced  physi- 
cians and  is  only  too  often  proved  by  clinical  prac- 
tice and  subsequent  autopsies. 

Having  detected  presence  of  the  bacilli  in  the 
sputum  we  are  always  forced  therefore  to  make  a 
grave  but  not  of  necessity  fatal  prognosis.  For  it  is 
a well  known  fact,  that  even  rapidly  spreading 
phthisical  destruction  in  the  lungs  under  favorable 
circumstances  may  come  to  a halt  and  that  not  every 
case  of  phthisis  incipiens  must  cause  great  destruct- 
ion of  pulmonary  tissue.  The  detection  of  the  bacilla 
[s/r]  in  the  sputum  is  of  especial  and  increased  value 
in  diagnosing  tubercular  affection  from  the  fact 
that  they  are  already  found  in  the  early  state  of  the 
disease  when  other  signs  and  symptoms  are  not  well 
marked;  (we  find  this  to  be  the  case  in  our  clinics 
and  poli-clinics  [s/r]  here  at  Goettingen  from  care- 
full  observation)  of  great  importance  I wish  to  add, 
as  in  the  treatment  everything  depends  upon  the  diag- 
nosis and  consequent  steps  being  taken  in  the  earliest 
stages  of  the  disease  when  the  lives  of  many  patients 
can  be  saved  by  combating  its  future  ravages  by  the 
only  means  we  as  yet  possess  that  is  proper  regimen, 
hygienic  surroundings,  mode  of  living,  climate  in- 
fluences, etc.3  The  relation  between  the  quantity  of 
bacilli  in  the  sputum  to  the  severity  of  the  patholo- 
gical process  has  not  yet  been  definitely  determined 
to  any  degree  of  certainty. 


3 How  true  this  latter  statment  is  even  today. 
There  are  few  cases  of  minimal  tuberculosis  that  can- 
not be  cured  by  “proper  regimen,  hygienic  surround- 
ings, mode  of  living.”  The  treatment  of  more  ad- 
vanced cases  by  collapse  measures,  as  pneumothorax, 
phrenic  nerve  paralysis,  pneumoperitoneum,  and  tho- 
racoplasty, has  been  a major  therapeutic  step  but 
obviously  merely  a mechanical  method  of  applying 
more  effectively  the  rest  implied  in  Otto  Fennel’s 
“proper  regimen.”  D.W.C. 


But  on  the  other  hand  the  constant  absence  of 
the  tubercle-bacillus  in  the  sputa  may  be  assumed  as 
a certain  proof  that  tubercular-phthisical  destruc- 
tive changes  are  not  then  occurring  in  the  pulmonary 
organs.  If  elastic  fibres  are  found  in  the  sputum, 
and  no  bacilli,  we  are  forced  to  conclude  that  other 
destructive  processes  such  as  degeneration  of  tumors, 
opening  of  abscesses,  etc.,  are  going  on  in  the  lungs. 

We  must  not  forget  to  mention,  however,  that 
certain  chronic  ulcerative  processes  occur  in  the  lungs 
that  are  not  of  tubercular  origin  and  consequently 
no  bacilli  are  found,  these  cases  are  very  exceptional 
and  embrace  those  diabetic  sloughing  processes  of  the 
pulmonary  parenchyma  first  described  by  Reigle; 
but  in  the  majority  of  the  diabetic  phthisis  cases 
abundant  bacilli  are  found.  The  pathological  change 
resembles  very  much,  in  those  cases  in  which  the  bac- 
ili  are  absent,  that  occurring  in  the  ordinary  form 
of  tubercular  phthisis. 

In  the  examination  of  the  sputa  for  bacillus- 
tuberculosis,  it  ought  to  be  understood  that  only 
the  best  methods,  those  that  give  the  most  accurate 
results,  should  be  employed.  It  is  quite  true  that 
they  can  be  discovered  in  some  speciments  with  low 
magnifying  glasses,  indeed  if  they  are  very  numerous, 
they  can  occasionally  at  once  be  recognized  with  the 
naked  eye  itself  by  their  power  of  taking  up  certain 
colors  but  in  spite  of  these  known  facts  it  would 
be  a great  mistake  to  use  any  but  the  very  best  im- 
mersion lenses  in  bacillus-tuberculosis  researches,  as  it 
is  quite  a common  occurrence  and  we  often  have  had 
the  experience  here  in  the  laboratories,  that  the  bacilli 
present  in  the  specimen  prepared  for  the  microscope 
are  not  found  in  the  field  by  means  of  the  weaker 
lenses  (viz.  dry  lenses)  yes,  entirely  overlooked,  but 
are  at  once  clearly  visible  when  higher  magnifying 
lenses  (lowest  we  use  is  600)  are  employed  instead. 
It  is  at  least  quite  impossible  to  form  a definite 
negative  opinion  in  regard  to  the  bacillus  tuberculosis 
without  the  use  of  the  best  immersion  system  of 
lenses,  above  all  the  oil-immersion  and  Abbe’s  ap- 
paratus so  highly  recommended  by  Koch.  He  who 
fears  the  expense  of  these  most  necessary  auxiliary 
[sic]  means  and  the  increased  amount  of  more  ac- 
curate labor  should  at  once  withdraw  from  the 
field  of  schizomycete  investigation,  as  without  them 
his  derived  results  will  be  of  comparatively  little 
value  and  of  very  doubtful  significance. 

The  manner  in  which  we  find  and  color  bacilli 
rapidly  and  obtain  the  best  results  and  specimens 
is  a modification  of  the  Koch-Ehrlich-Orth  method, 
and  may  be  given  as  follows: 

1.  Spreading  out  of  the  sputum  on  a black  paint- 
ed plate  and  picking  from  this  an  opaque  whitish  or 
grayish  white  particle  by  means  of  two  platinum 
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needles  (brought  to  a glowing  heat  just  before  us- 
ing)- 

2.  Spreading  or  rather  rubbing  up  of  the  particle 
between  two,  (resp.  more,)  cover  glasses  of  13-18 
rmm.  thickness  so  that  a thin,  even  layer  is  obtained 
about  as  thin  as  required  in  blood  examinations.  The 
cover  glasses  are  not  to  be  lifted  but  rubbed  apart. 

3.  Then  the  cover-glass  is  carried  through  a 
spirit  lamp  three  or  four  times  and  about  as  rapidly 
as  the  knife  is  moved  in  the  act  of  cutting  bread. 

4.  A few  minutes  shaking  up  of  aniline  oil  with 
distilled  water  in  about  the  proportion  of  5-100,  then 
filtered  through  a moistured  filter  into  a porcelain 
dish  (aniline  water). 

5.  Addition  to  above  solution  of  a filtered  over- 
saturated one  of  gentian  violet  in  90°  alcohol,  until 
a well  marked  opalescence  occurs  and  then  thorough- 
ly stirring  mixture  with  glass  rod  (for  every  10  c.c.- 
m.  of  aniline  water  about  1 5 drops  of  the  gentian 
violet  coloring  solution  are  required). 

6.  Now  we  either  allow  the  prepared  cover  glass- 
es to  swim  on  the  surface  of  this  solution  for  twenty- 
four  hours  (if  longer  no  harm  is  done)  or  we  place 
the  porcelain  dish  with  the  swimming  glasses  (I  usu- 
ally make  six  specimens  from  one  sputum)  on  a 
triangle  covered  with  a wire  net  over  a spirit  lamp 
and  continue  to  heat  until  small,  bursting  bubbles 
from  on  the  surface  of  the  fluid  or  speaking  more 
accurately  and  thermometrically  up  to  80°  c.  and 
then  let  them  stand  for  a few  minutes. 

7.  Removal  from  the  liquid  and  prepared  as  fol- 
lows: having  removed  the  coverglass  with  a small 


forceps,  we  absorb  the  now  unnecessary  coloring 
solution  from  the  surface  by  means  of  blotting  paper 
and  dip  it  into  a solution  of  Hydro-chloric  alcohol 
(100  c.c.m.  alcohol,  20  c.c.m.  distilled  water  and 
20  drops  concentrated  Hydrochloric  acid)  allowing 
it  to  remain  about  a half  minute.  Now,  we  pass  it 
through  90°  pure  alcohol  until  even  the  faintest 
trace  of  the  blue  color  has  disappeared  (1-2  minutes) 
and  wash  it  off  with  distilled  water. 

8.  Whereupon  the  coverglass  is  placed  prepared 
side  upwards  and  allowed  to  dry,  which  is  hastened 
by  blowing  through  glass  tube.  Finally  by  means  of 
an  eye-dropper  4-5  drops  of  a concentrated  watery 
solution  of  vesuvian  are  dropped  upon  it  (to  prevent 
formation  of  mould  in  the  vesuvian  solution  I usually 
add  a small  piece  of  camphor  when  it  can  be  kept 
indefinitely).  After  two  minutes  it  is  again,  tho- 
roughly washed  in  distilled  water,  dried  removed 
upon  a 1-2  m.m.  thick  object  glass,  and  examina- 
tion is  simplified  if  a drop  or  two  of  distilled  water 
is  added  just  previous  to  placing  it  under  the  mic- 
roscope or  if  it  is  to  be  put  up  permanently  as  a 
specimen  either  Canada  balsam  or  Damar  varnish 
answers  very  well.4 

Otto  W.  Fennel,  M.  D. 


* After  reading  this  paper  one  can  visualize 
the  earnest  mind  of  Otto  Fennel,  still  slightly  troub- 
led by  Virchow’s  dualistic  heresy,  struggling  for 
precise  knowledge  and  exact  methods.  How  delighted 
lie  would  be  to  play  around  with  modern  concentra- 
tion and  culture  methods,  with  fluorescent  dyes, 
and  with  all  the  new  scientific  instruments  in  a 
modern  tuberculosis  hospital  from  which  most  of  the 
patients  are  discharged  alive  and  well  instead  of 
dead— D.W.C. 


Comment 

R.  N.  Perlstein,  M.  D. 


This  letter  of  Dr.  Otto  Fennel  to  the  Cincinnati 
Lancet  and  Clinic  is  a historical  document  of  great 
interest  and  importance.  Its  author  reveals  himself 
as  a scholarly  person  whose  knowledge  of  the  subject 
was  profound  and  whose  mind  was  capable  of  ac- 
cepting and  correctly  assessing  a new  revolutionary 
discovery.  It  must  be  remenbered  in  this  connection 
that  the  study  of  tuberculosis  was  very  old  historical- 
ly even  in  the  year  1884  and  many  of  its  concepts  and 
votaries  heavily  calcified.  It  took  a whole  galaxy 
of  young  men,  many  of  whom  were  in  the  category  of 
genius,  to  break  down  the  old  fixations  and  to  estab- 
lish a clear  etiological  picture  of  tuberculosis. 


Chief  among  these,  and  a master  of  clear  think- 
ing and  brilliant  methodology,  was  Robert  Koch,  the 
centennial  of  whose  birth  occurs  on  December  11th 
of  this  year.  But  to  appreciate  the  men  who  worked 
in  this  golden  age  of  Germany  and  of  medicine,  one 
must  go  to  the  biographies  of  two  of  our  great  Am- 
ericans, William  Henry  Welch  and  Hermann  Biggs. 
Welch  was  in  Cohnheim’s  laboratory  in  Breslau  in 
1876  when  Koch  demonstrated  the  life  cycle  of  the 
anthrax  bacillus  and  remembered  the  tremendous 
enthusiasm  of  the  professor  and  his  prediction  that 
this  was  “the  greatest  discovery  of  modern  times.” 
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He  was  not  far  wrong.  The  men  present  on  these 
two  occasions  (there  were  two  such  demonstrations) 
were  witnessing  the  acoucliement  of  a lusty  infant — 
bacteriology.  With  the  enthusiastic  support  of  the  bo- 
tanist Cohn,  and  the  first  great  experimental  patholo- 
gist Cohnhelm,  and  with  the  new  stains  of  Weigert 
and  Ehrlich,  Koch  spent  the  next  few  years  as  an  as- 
sistant in  the  Kaiser  Wilhelm  Institute  in  Berlin, 
working  on  the  bacteriology  of  wound  infection.  In 
the  summer  of  1881  he  began  his  work  on  the  etiology 
of  tuberculosis.  On  March  24,  1882  he  read  a paper  to 
the  Berlin  Physiological  Society  under  simple  title 
“Ueber  Tuberkulose”  and  published  it  in  the  Ap- 
ril 10th  issue  of  the  Berliner  Klinischer  Wochen- 
schrift.  The  title  had  been  changed  to  read  “Etiology 
of  Tuberculosis.’’  It  still  remains  a model  of  the  per- 
fect scientific  paper.  All  the  requirements  of  scienti- 
fic exactitude  were  met.  The  organism  had  been  isol- 
ated, stained,  identified  and  named.  It  had  been  cul- 
tured and  inoculated  into  animals;  had  given  them 
the  same  disease  and  had  been  recovered  from  their 
body  tissues. 

The  effect  of  this  discovery  was  electric  in  most 
circles  of  the  medical  world.  There  • were  many 
sceptics  both  in  and  outside  of  Germany.  The  great 
Virchow  was  not  convinced.  Austin  Flint  in  New 
York  received  the  news  with  great  enthusiasm.  Loo- 
mis in  the  same  city  said  “The  bacterian  theory, 
which  so  recently  has  occupied  the  attention  of  medi- 
cal men,  especially  in  Germany,  is  rapidly  being 
disproved,  and  consequently  is  rapidly  being  aband- 
oned.” Loomis  would  peer  around  him  while  lecturing 
and  remark  with  heavy  irony  “People  say  there  are 
bacteria  in  the  air,  but  I cannot  see  them.”  The 
Illinois  State  Medical  Society  reported  to  its  members 
that  Koch’s  bacillus  was  probably  "only  one  of  the 
mere  accompaniments  of  certain  deteriorative 
changes  in  organic  matter  and  possessing  no  causa- 


tive relation  whatever  and  that  there  is  therefore 
nothing  in  the  present  status  of  investigations  on 
this  subject  that  will  either  justify  the  isolation  or 
quarantine  of  the  victim  of  tuberculosis,  the  disin- 
fection of  his  sputa,  or  the  expectation  of  curing  him 
by  germicides.  These  remarks  apply  equally  well 
to  nearly  all  the  other  diseases  with  which  some 
variety  of  bacterial  germ  has  been  associated.”  Lastly 
a medical  gent  named  Farmad  in  Philadelphia  pro- 
duced the  following  bit  of  Americaniana.  “A  great 
deal  of  good  pathological  work  is  done  in  America. 
Admiration  of  European  pathological  works  is  cer- 
tainly justifiable  but  this  forms  no  good  reason  why 
the  good  honest  work  of  Americans,  even  that  of 
young  men,  should  be  left  unnoticed.” 

It  is  important  to  remember  only  that  Otto  Fen- 
nel was  among  those  who  accepted  and  learned  and 
that  he  reported  his  information  lucidly  and  well 
from  that  very  Goettingen  where  Koch  graduated  in 
medicine.  He  wrote  with  a rare  degree  of  scientific 
background  and  with  probably  more  restraint  than 
his  son  would  have  exercised  in  his  place. 

The  last  published  paper  of  Robert  Koch  was 
produced  in  1910,  the  year  of  his  death,  and  is  on  the 
epidemiology  of  tuberculosis.  It  is  as  nearly  perfect 
as  any  of  his  works.  It  gives  mortality  figures  of 
Prussian  cities.  It  points  to  the  difficulty  of  obtain- 
ing reliable  morbidity  figures  (this  is  still  true). 
It  discusses  crowding,  bad  housing,  bad  hygiene  as 
causes  of  tuberculosis  among  the  poor  whose  scourge 
it  has  always  been.  In  the  clear  incisive  style  which 
was  his,  it  points  to  the  simplest  method  of  ridding  a 
community  of  tuberculosis — the  building  of  facilities 
for  the  isolation  and  cure  of  all  open  cases  and  their 
conscientious  retention  and  treatment  in  such  insti- 
tutions until  they  have  been  rendered  non-infectious. 
Perhaps  here,  too,  he  was  right. 


Epilogue 

E.  A.  Fennel.  M.  D. 

My  father  died  in  1908,  three  days  before  I entered  medical  college.  Of  course,  I knew  he  was  a 
doctor,  but  I did  not  know  whether  he  was  a good  one  or  a poor  one.  It  is  very  gratifying  therefore, 
after  these  many  years  to  stumble  across  these  writings  of  his  and  to  find  his  then  mode  of  thought 
and  conclusions  so  basically  correct  even  in  the  face  of  the  great  forward  strides  in  the  study  of  the 
tubercle  bacillus,  and  its  results,  made  since  then.  If  he  could  come  back  for  a while,  how  I would  enjoy 
showing  him  how  we  do  things  now — the  reading  of  technically  perfect  chest  x-rays,  the  modern  cul- 
tural methods,  the  beautiful  specimens  of  tissue  made  possible  by  the  newer  staining  techniques.  I would 
enjoy  showing  him  his  own  little  microscope  which  we  still  use  to  control  staining.  But  most  of  all  would 
I enjoy  showing  him  the  results  of  modern  therapy — his  “proper  regimen”  of  nearly  sixty  years  ago. 
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Lyle  G.  Phillips,  m.d. 

Honolulu 


Various  intoxications  have  been  suggested  as 
etiological  factors  in  sterility  in  the  human  being  by 
various  authorities,  and  in  some  writings  excessive 
use  of  tobacco  has  been  mentioned  as  a possible 
cause  of  infertility.  Careful  search  of  available  lit- 
erature by  this  writer  has  failed  to  bring  to  light 
any  definite  evidence  previously  recorded  in  support 
of  this  assumption.  However,  the  following  case 
history  suggests  that  cigarette  smoking  may  some- 
times be  responsible  for  sterile  mating. 

Case  Report 

Mrs.  R.  M.t  age  27,  sought  advice  in  September, 
1937,  in  regard  to  her  failure  to  become  pregnant. 
She  had  been  married  five  years,  and  during  the 
first  two  years  of  her  marriage  had  used  a diaphragm 
pessary  for  contraception  but  for  three  years  had 
employed  no  contraceptive  measures. 

Her  past  history  was  insignificant  except  for  a 
mild  attack  of  pleurisy  in  1930.  Her  health  since 
that  time  had  been  consistently  good.  Her  menstru- 
ation began  at  the  age  of  14  and  her  periods  had 
been  regular  at  all  times,  with  a 28-day  cycle  and 
a normal  flow  lasting  usually  four  or  five  days.  No 
abnormal  discharge  had  ever  been  noticed.  Her 
usual  weight  was  about  95  pounds.  Her  diet  was  ade- 
quate in  all  essentials.  Her  only  operation  was  a ton- 
sillectomy. 

Her  general  appearance  was  that  of  a healthy 
young  woman.  Her  blood  pressure  was  110/68.  Phy- 
sical examination  revealed  no  apparent  abnormali- 
ties. Examination  of  the  pelvic  organs  indicated  ap- 
parently normal  development.  The  cervix  was  clean, 
without  evidence  of  infection,  and  otherwise  normal. 
The  uterus  was  of  normal  size,  shape,  consistency, 
and  mobility.  The  adnexae  appeared  normal  to  pal- 
pation. Cervical  and  vaginal  secretions  were  of  norm- 
al alkalinity  and  acidity  respectively.  Her  blood 
count  was  normal.  Urine  was  normal,  and  her  basal 
metabolic  rate  was  normal.  Wassermann  and  Kahn 
and  sedimentation  tests  were  negative. 

The  Huhner  test  was  performed  on  September 
18,  one-half  hour  after  coitus.  Secretions  removed 
from  the  vaginal  vault  contained  well-formed  sperm 


in  apparently  normal  numbers,  but  none  showed  any 
motility  whatsoever  and  all  were  apparently  dead. 
On  September  20,  sperm  collected  in  a well-washed 
condom  likewise  contained  myriads  of  sperm,  all 
apparently  dead. 

The  Rubin  test,  performed  September  27,  1937, 
indicated  that  both  tubes  were  normally  patent. 

The  husband,  R.  M.,  age  33,  was  subjected  to 
thorough  examination.  He  was  apparently  in  good 
physical  condition,  without  symptoms  of  any  kind, 
and  without  apparent  physical  abnormality.  He  was 
a robust  individual  and  his  only  departure  from  ex- 
emplary habits  was  the  use  of  from  20  to  30  cigar- 
ettes a day.  Blood  and  urine  examination  were  nega- 
tive. His  Wassermann  and  Kahn  were  negative. 
Sedimentation  rate  was  3 mm.  in  60  minutes.  His 
diet  as  described  was  adequate  in  regard  to  essentials. 
His  basal  metabolic  rate  was  minus  2 per  cent. 

In  the  absence  of  any  apparent  explanation  of 
his  production  of  abnormal  sperm,  it  was  suggested 
that  he  stop  smoking  in  order  that  the  effect  might 
be  noted.  He  complied,  and  after  November  1,  did 
not  smoke.  On  December  1,  a semen  specimen  collect- 
ed in  a washed  condom  was  examined  and  found  to 
contain  well-developed  motile  sperm  in  normal  numb- 
ers. 

Mrs.  M.  menstruated  in  December  and  January, 
but  her  February  period  failed  to  occur.  During  these 
months  Mr.  M.  did  not  smoke.  On  October  14,  1938, 
Mrs.  M gave  birth  to  a normal  male  child. 

In  February,  1939,  Mr.  M.,  who  had  resumed 
smoking  and  was  using  about  two  packages  of  cigar- 
ettes a day,  was  requested  to  submit  a semen  speci- 
men. This  was  brought  to  the  office  in  a well-washed 
condom  immediately  after  intercourse  and  was  found 
to  contain,  as  before,  well  formed,  mature  appearing 
spermatozoa  in  normal  numbers,  but  all  apparently 
dead.  Mr.  M.  agreed  to  forego  smoking  and  to  repeat 
the  test  one  month  later,  and  on  March  12,  1939, 
mitted  a semen  specimen  containing  large  numbers 
of  well  formed,  mature  spermatozoa,  all  normally 
active  and  motile. 

Summary 

Evidence  is  submitted  in  the  above  case  report 
tending  to  indicate  that  in  this  case,  cigarette  smok- 
ing was  apparently  a factor  in  causing  infertility. 
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"MANPOWER" 


and  the  Menopause 


“Manpower”  in  industry  is  rapidly  changing  to 
“womanpower.”  And,  with  so  many  women  on  pro- 
duction and  assembly  lines,  the  problem  of  absenteeism 
and  lowered  efficiency,  particularly  among  women  in 
their  forties,  deserves  consideration. 

It  has  been  estimated  that  80  per  cent  of  women  in 
this  age  group  experience  menopausal  symptoms  of 
varying  intensity.  Efficiency  demands  that  these  work- 
ers be  physically  and  emotionally  fit.  Clinical  investi- 
gations show  that,  in  a large  percentage  of  cases,  they 
can  be  kept  “on  the  job”  through  the  use  of  adequate 
estrogenic  therapy. 

The  high  clinical  effectiveness  of  Amniotin  in  re- 
lieving the  distressing  vasomotor  symptoms  of  the 
menopause  has  been  amply  demonstrated  by  numerous 
clinical  reports  published  during  the  past  12  years.  The 
product  has  likewise  proved  valuable  in  treating  other 
conditions  related  to  a deficiency  of  estrogenic  sub- 
stances. 

Two  New  Advantages  . . . The  new  economy-size 
vials  of  Amniotin  offer  two  distinct  advantages.  They 
provide  a substantial  saving  over  the  cost  of  Amniotin 
in  ampuls  and  they  facilitate  the  use  of  fractional  doses 
without  waste  of  material. 

Differing  from  estrogenic  substances  containing  or 
derived  from  a single  crystalline  factor,  Amniotin  is  a 
highly  purified,  non-crystalline  preparation  of  naturally 
occurring  estrogenic  substances  derived  from  preg- 
nant mares'  urine.  Its  estrogenic  activity  is  expressed  in 
terms  of  the  equivalent  of  international  units  of 
estrone.  In  addition  to  the  economy-vial  packages  and 
the  ampuls  (both  of  which  are  for  intramuscular  injec- 
tion) you  can  secure  Amniotin  in  capsules  for  oral 
administration  and  in  pessaries  for  intravaginal  use. 


ECONOMY-SIZE 

VIALS 


10  cc 20,000  I.  U.  per  cc. 

10  cc 10,000  I.  U.  per  cc. 

20  cc 2,000  I.  U.  per  cc. 


For  literature  address  Professional  Service 
Department,  745  Fifth  Avenue,  New  York 
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EDITORIALS 


PRENATAL  SEROLOGIC  TESTS  FOR  SYPHILIS 

The  record  of  the  1943  Hawaii  Legislature  as 
far  as  medical  legislation  is  concerned  was  not  all 
bad.  House  Bill  No.  316,  now  Act  219  of  the  Ses- 
sion Laws  of  1943,  "an  act  to  prevent  congenital 
syphilis  ...  ”,  was  a wholly  praiseworthy  piece  of 
work.  It  should  indeed  go  far  toward  the  preven- 
tion of  congenital  syphilis.  What  it  requires,  in 
brief  and  non-legal  language,  is  about  as  follows: 

Every  physician  attending  a pregnant  woman 
shall  take  a blood  sample  at  the  time  of  the  first  visit 
or  within  fourteen  days  and  shall  send  it  to  an 
approved  laboratory  for  a standard  serologic  test 
for  syphilis.  Midwives  and  similar  attendants  must 
arrange  to  have  such  specimens  taken  for  them.  The 
laboratory  makes  its  report  immediately  to  the  phy- 
sician and  once  a week  to  the  Board  of  Health.  When 
the  physician  reports  the  birth  or  still  birth  of  a child 
he  must  state  whether  the  test  was  made  and  when. 

As  we  go  to  press,  certain  details  regarding  the 
administration  of  the  act  have  not  yet  been  worked 
out.  An  "approved  laboratory”  means  one  approved 
for  this  specific  purpose  by  the  Board  of  Health. 
At  present  only  Board  of  Health  laboratories  and 
those  operated  by  the  Army  and  Navy  are  in  this 
category.  Other  civilian  laboratories  may  apply  for 
such  approval,  which  will  be  granted  on  the  basis  of 
past  or  present  evidence  of  ability  to  perform 
serologic  tests  with  satisfactory  accuracy. 

There  is  to  be  a special  printed  form  on  which 
laboratory  reports  will  be  submitted.  The  birth 
certificates  are  also  to  be  altered  to  provide  space 
for  recording,  not  the  result  of  the  test,  but  merely 
the  date  it  was  taken;  for  the  present  this  informa- 
tion may  be  written  on  the  back  of  the  certificate. 

Failure  of  either  the  patient  or  the  physician  or 
other  attendant  to  comply  with  the  provisions  of 
this  act  is  to  be  considered  a misdemeanor  and  punish- 


able as  such.  Specific  punishment  is  provided  for 
persons  guilty  of  misusing  or  divulging  information 
obtained  by  the  operation  of  the  act.  The  act  further 
specifically  empowers  the  Board  of  Health  to  pro- 
mulgate such  additional  rules  and  regulations  as 
may  be  found  necessary  for  its  more  effective  en- 
forcement. 

The  firm  enforcement  of  the  provisions  of  this 
act  should  certainly  drive  the  incidence  of  congenital 
syphilis  in  the  Territory  rapidly  toward  the  zero 
mark  during  the  next  few  years. 


CONTINUOUS  CAUDAL  ANESTHESIA 
IS  NOT  SAFE— YET 

It  is  most  unfortunate  that  the  recent  advances 
in  the  use  of  caudal  anesthesia  in  obstetrics  have 
been  written  up  in  the  lay  press  in  such  dramatic 
style,  glorifying  the  "new  discovery”  as  a boon  to 
all  expectant  mothers.  The  press  would  have  mothers 
believe  that  all  there  is  to  it  is  for  the  doctor  to 
stick  a needle  into  her  sacrum  and  presto,  her  pains 
stop  completely  while  she  goes  on  entertaining  friends 
and  finishing  her  dinner  tray  just  in  time  to  be 
moved  into  the  delivery  room  so  she  can  have  her 
baby.  Even  the  local  press  here  got  quite  excited 
about  this  "discovery”  and  wanted  statements  from 
the  author  about  God’s  new  gift  to  painless  child- 
birth; no  such  press  releases  were  given  out. 

Caudal  anesthesia  is  not  new  to  the  medical 
profession  and  it  is  not  new  in  obstetrics,  having 
been  used  intermittently  for  the  past  thirty  years. 
The  only  thing  that  is  new  is  the  idea  of  connecting 
the  needle  to  a large  supply  of  analgesic  solution  and 
injecting  an  additional  dose  when  the  previous  one 
has  begun  to  wear  off.  It  sounds  simple  and  fool- 
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proof,  but  we  must  all  remember  that  no  form 
of  anesthesia  is  so  entirely  without  risk.  This  is 
perhaps  doubly  true  of  obstetrical  anesthesia.  Any 
and  all  procedures  in  obstetrics  must  be  weighed  in 
terms  of  safety  to  the  mother  and  child;  all  other 
laudable  features  a procedure  may  have  must  cer- 
tainly come  in  as  secondary  considerations. 

Let  us  get  this  clear:  Caudal  anesthesia  is  not  yet 
a safe  procedure.  In  Baltimore,  where  much  of  the 
original  work  was  done  on  caudal  anesthesia,  the 
procedure  was  dropped  some  four  years  ago  when 
three  maternal  deaths  were  traced  directly  to  the 
type  of  anesthesia  used.  Last  year  Hingson  and 
Edwards  published  their  article  in  the  Journal  of 
the  American  Medical  Association  giving  their  series 
of  5 89  cases  with  apparently  no  troubles  at  all;  in 
the  very  same  issue  was  another  article  on  the  same 
subject  by  Gready  and  Hesseltine  with  a very  much 
smaller  series  of  cases  in  which  they  got  into  plenty 
of  trouble.  There  will  undoubtedly  be  a flood  of 
literature  on  the  subject  because  it  is  an  appealing 
one,  and  public  clamor  will  probably  prompt  many 
physicians  to  give  it  a try;  lay  magazines  will  pro- 
bably add  further  confusion  by  extolling  the  virtues, 
but  failing  to  mention  the  vices. 

From  Sinai  Hospital  in  Baltimore  comes  an  article 
on  the  subject  by  Block  and  Rochberg,  in  the  April 
issue  of  the  American  Journal  of  Obstetrics  and 
Gynecology,  which  is  most  illuminating.  They  used 
novocaine  instead  of  metycaine  solution  and  modified 
the  procedures  of  Hingson  and  Edwards  by  using  a 
continuous  drip  instead  of  repeated  injections  of 
solution.  In  one  ,case  they  used  900  cc.  of  solution 
without  untoward  effects.  The  series  of  cases  was 
only  39.  The  article  starts  off  just  fine  and  one  is 
impressed  with  the  simplicity  of  the  procedure,  the 
marked  relief1  given  the  patients  and  the  evident 
proof  they  show  that  labor  was  very  materially 
shortened  in  practically  every  case;  cases  of  cervical 
dystocia  simply  melted  away  and  surgical  deliveries 
were  done  with  ease  and  without  further  inhalation 
anesthesia.  It  sounded  like  Utopian  contribution 
to  the  problem  of  obstetrical  anesthesia. 

But  wait!  Further  in  the  article  we  come  to 
" Com  plications ” and  there  we  see  the  back-wash 
which  seems  to  overbalance  any  and  all  advantages 
the  method  might  have.  In  this  small  series  of  cases 
"nausea  and  vomiting,  dizziness,  drowsiness,  and 
in  one  instance,  diplopia”  were  noted  in  that  order 
of  frequency.  Low  back  pain  during  the  first  24 
hours  was  a frequent  complaint  and  was  often  so 
severe  as  to  require  one  or  two  doses  of  morphine  for 
relief.  Two  cases  of  apparent  neuritis  were  encount- 
ered with  severe  pain  persisting  for  two  weeks.  Five 
needles  were  broken  off!  The  39th  case  in  the 
series  was  the  real  hair-raiser  and  it  is  worth 
quoting  the  case  history  here  briefly: 


A 22  year  old  primipara  at  term  was  admitted 
in  early  labor  with  3 cm.  dilatation,  with  a cervix 
50  per  cent  effaced  and  with  the  vertex  at  the  level 
of  the  spines.  Pains  were  fairly  strong  and  they 
recurred  every  three  to  four  minutes.  The  fetal  heart 
was  heard  in  the  RLQ  and  was  of  good  quality.  The 
fetus  was  in  ROA.  After  an  enema  and  voiding,  she 
was  put  in  the  knee-chest  position  and  a 17  gauge 
needle  introduced  into  the  eaudal  canal.  Suction  was 
made  with  a syringe  and  no  spinal  fluid  obtained. 
Since  the  patient  was  complaining  of  her  pains  quite 
frequently  she  received  10  cc.  of  the  1 per  cent 
novocaine  as  the  initial  dose  and  then  the  appara- 
tus was  hooked  up  so  that  she  could  get  a continuous 
slow  drip  from  there  on. 

After  five  minutes  the  patient  began  to  complain 
of  some  tingling  in  her  feet,  a common  symptom  with 
caudal  anesthesia,  but  she  was  able  to  move  her 
toes.  Shortly  thereafter,  she  suddenly  lost  the  power 
of  speech,  became  very  cyanotic,  and  went  into  col- 
lapse. The  patient  had  respiratory  paralysis  and  her 
blood  pressure  and  radial  pulse  disappeared.  She 
was  given  artificial  respiration  until  she  could  be 
intubated  and  then  her  respirations  were  maintained 
with  oxygen  through  the  intratracheal  tube.  Caffeine, 
ooramine,  and  adrenalin  were  administered,  as  well 
as  heat  and  intravenous  fluids.  Respirations  were 
not  re-established  for  45  minutes,  and  she  had  spinal 
anesthesia  for  six  hours.  The  caudal  had  been  dis- 
continued at  the  first  signs  of  distress,  but  this  was 
not  before  the  patient  had  received  a total  of  30  cc. 
of  procaine  solution.  The  patient  returned  to  consci- 
ousness one  and  one-half  hours  later,  and  ten  hours 
later  she  delivered  a living  child.  The  mother  and 
baby  made  an  uneventful  recovery  and  were  discharg- 
ed on  the  tenth  day  in  good  condition. 

The  authors  concluded  that  "no  matter  how  the 
procaine  is  administered,  the  danger  of  an  anesthetic 
death  is  still  a very  real  one”  and  from  the  one  case 
quoted,  one  may  readily  see  how  they  were 
thus  impressed.  They  further  recommend  that 
the  procedure  not  become  routine,  particular- 
ly in  the  small  hospital  where  a competent  anesthetist 
is  not  always  available  to  cope  with  the  serious 
complications  resulting  from  accidental  intro- 
duction of  the  anesthetic  agent  into  the  spinal  canal. 

Adams,  Lundy  and  Seldon  of  The  Mayo  Clinic 
(J.A.M.A.  122:152  [May  15]  1943,  have  reported 
an  alternative  and  probably  a safer  technic  involving 
the  use  of  a ureteral  catheter  to  replace  the  needle, 
the  latter  being  withdrawn  after  serving  as  a guide 
for  the  introduction  of  the  catheter  into  the  caudal 
canal.  This  is  a valuable  contribution  but  it  does 
not  by  any  means  render  the  procedure  a perfectly 
safe  one  or  a suitable  one  for  the  small  hospital. 
The  risks  of  intravenous  or  subdural  injection  and  of 
trauma  and  infection  are  still  present. 

Caudal  anesthesia  may  yet  prove  a valuable  ad- 
dition to  our  obstetrical  armamentarium  but  it  will 
require  much  more  research  before  it  is  put  to  gener- 
al use  and  then  only  with  a full  understanding  of  its 
limitations  and  risks.  I doubt  now  whether  it  will 
stand  the  tests  of  time. 

O.  Lee  Schattenburg,  M.D. 
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TUBERCULOSIS  SURVEY  IN  HAWAII 
SCHOOL  PERSONNEL 

Dr.  fm.  F.  Leslie  and  Dr.  M.  L.  Chang,  of 
Puumaile  Hospital,  completed  in  May  a tuberculosis 
survey  of  all  employees  of  the  'Big  Island’  school  sys- 
tem, financed  by  the  Territorial  Tuberculosis  Asso- 
ciation. They  examined  796  persons,  78  5 of  them 
successfully  (11  plates  were  unreadable  and  have 
not  yet  been  repeated),  of  whom  only  3 were  already 
known  to  be  tuberculous. 

Of  the  782  remaining  persons,  38 — nearly  5 
per  cent  had  significant  lung  findings,  as  follows: 

17  Suspected  tuberculosis 
7 Hpaled  pleurisy 
1 Greatly  enlarged  hilar  node 
16  Definite  Tuberculosis 
8 Minimal 

2 Probably  arrested 

4 Active 

2 Dynamic  status  unknown 
8 Moderately  advanced 

1 Probably  arrested 

4 Active 

3 Dynamic  status  unknown 

Each  of  the  3 8 cases  was  informed  of  the  result 
of  the  x-ray  and  was  referred  to  his  or  her  private 
physician  with  specific  recommendations  for  manage- 
ment. In  9 cases  hospitalization  was  recommended. 

In  24  cases  definite  evidence  of  cardiovascular 
disease  was  noted  in  the  films — including  2 aortic 
aneurysms. 

The  total  cost  of  the  survey  was  approximately 
SI  100,  exclusive  of  the  time  given  by  Dr.  Leslie 
and  Dr.  Chang.  Considering  only  the  9 cases  requir- 
ing hospitalization  for  tuberculosis,  the  average  cost 
was  only  $122  per  active  case. 

In  line  with  the  editorial  comments  in'  the  last 
issue  of  the  Journal,  a tuberculosis  survey  of  food 
handlers  on  Hawaii  is  about  to  be  undertaken. 


FOOD  HANDLERS’  CERTIFICATE:  II 
To  the  Editor: 

I have  just  read  the  editorial  in  the  January- 
February  Hawaii  Medical  Journal  on  Food 
Handlers’  Certificates,  and  I would  like  to  let  you 
know  that  I agree  with  you  100  per  cent. 

I am  speaking  primarily  of  the  tuberculosis  side 
of  the  picture.  Anyone  who  spends  much  time  doing 
TB  work  in  this  territory  is  eventually  forced  to 
the  conclusion  that  food  handling  is  a hazardous 
occupation,  at  least  so  far  as  the  acquisition  of 
tuberculosis  is  concerned.  This  statement  sounds 


funny  but  it  is  not  meant  to  be  so  at  all.  If  you 
will  speak  to  any  of  the  Leahi  gang,  they  will  tell 
you  that  a higher  percentage  of  cooks  and  waiters 
eventually  find  their  way  into  the  hospital  than  any 
other  single  occupational  group.  For  a long  time,  it 
used  to  be  a standing  joke,  whenever  an  admission 
film  showed  a far-advanced  lesion,  to  inquire  what 
branch  of  food  handling  the  individual  belonged  to. 
I could  quote  you  any  number  of  case  histories 
similar  to  the  one  you  mentioned.  The  prize  one, 
I believe,  is  that  of  a patient  with  far-advanced 
tuberculosis  who  left  the  hospital  against  advice  and, 
as  he  himself  told  me,  he  was  too  weak  to  do  heavy 
work,  so  he  opened  up  a small  restaurant.  He  had 
to  go  to  three  doctors  before  he  found  one  who 
would  sign  a food  handlers’  permit  but  the  last  one 
was  all  that  counted.  Undoubtedly,  he  spread  quite 
a few  bugs  around  before  he  broke  down  completely 
and  had  to  re-enter  the  hospital. 

My  experience  since  I have  been  on  this  island 
has  shown  that  conditions  here  are  no  better  than 
they  are  on  Oahu.  Seven  per  cent  of  our  admissions 
here  last  year  were  cooks  or  waiters  and  not  one 
of  them  was  picked  up  when  he  applied  for  a food 
handler’s  permit  and  all  of  them  had  considerably 
more  than  minimal  involvement. 

I have  felt  for  a long  time  that  a survey  of  food 
handlers  with  x-rays  would  be  an  ideal  thing  and 
I have  talked  the  local  Tuberculosis  Society  into 
financing  such  a survey. 

At  a meeting  held  at  Leahi  about  two  years  ago 
to  discuss  the  food  handlers’  problem,  Dr.  Haralson 
stated  that  it  should  not  be  a problem  of  the  Board 
of  Health  to  rule  out  TB  in  these  cases  but  should 
be  left  up  to  the  private  physician  who  signs  the 
permits.  I absolutely  disagree  with  this  for  two 
reasons.  For  one  thing,  the  best  chest  specialist  in 
the  world  cannot  diagnose  a minimal  case  with  only 
a stethoscope,  and  if  the  individual  does  have  enough 
involvement  to  enable  a diagnosis  to  be  made  by  the 
present  method  of  examination,  he  can  shop  around 
until  he  finds  some  doctor  who  is  willing  to  sign 
the  certificate. 

I should  personally  like  very  much  to  see  the 
medical  societies,  both  local  and  territorial,  take  a 
definite  stand'  on  this  issue  and  begin  to  exert  a bit 
of  pressure  on  the  Board  of  Health  so  that  the  rec- 
ommendations you  made  in  your  editorial  are  carried 
out. 

In  any  event,  I am  glad  that  at  least  one  more 
physician  agrees  with  me  that  the  present  system  of 
examining  food  handlers  is  a lot  of  bunk. 

¥m.  F.  Leslie,  M.D. 

Superintendent  & Medical  Director 
Puumaile  Hospital 
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PROGRESS  IN  INTERNAL  MEDICINE 


THERAPEUTIC  NOTES  ON  A FEW  NEW  DRUGS 
Sulfadiazine 

Sulfadiazine  has  been  established  as  the  most  wide- 
ly effective  and  least  toxic  of  the  sulfonamides  by 
reports  covering  wide  clinical  use.  Finland  et  al1  sug- 
gest the  following  field  of  usefulness  for  the  drug: 
"...  all  cases  of  hemolytic  streptococcus  infection; 
all  of  the  various  acute  bacterial  meningitides;  acute 
gonorrhea;  acute  infections  of  the  urinary  tract; 
acute  pulmonary  infections  including  those  caused 
by  the  pneumonococcus  and  streptococcus,  and  pro- 
bably also  the  staphylococcus  and  Friedlander’s  ba- 
cillus.” 

Toxic  effects  attributable  to  the  drug  are  rela- 
tively few  and  usually  mild.  Urinary  suppression 
from  crystal  blockage  may  occur,  and  if  not  prompt- 
ly recognized  and  adequately  treated  may  be  fatal. 
Agranulocytosis  has  been  reported.  Drug  fever,  epi- 
scleritis and  erythema  multiforme  occur.  An  editorial 
comment  in  this  same  journal  quotes  Long’s  per- 
sonal communication  as  follows:  "Long  found  the 
following  incidence  of  serious  toxic  effects  such  as 
drug  fever,  dermatitis,  acute  hemolytic  anemia,  gran- 
ulocytopenia, renal  complications,  hepatitis,  peri- 
pheral neuritis,  and  psychosis:  sulfathiazole  18.6  per 
cent,  sulfapyridme  15.9  per  cent,  sulfanilamide  11.9 
per  cent  and  sulfadiazine  6.5  per  cent.” 

Succinyl-Sulfathiazole 

Succinyl-sulfathiazole  (Sulfasuxidine)  is  a new 
member  of  the  sulfonamide  series.  It  is  similar  to 
sulfaguanidine  in  its  slow  absorption  from  the  gastro- 
intestinal tract  and  its  low  toxicity.  Its  particular 
field  of  usefulness  appears  to  be  in  the  treatment  of 
infections  of  the  intestinal  tract,  such  as  bacillary 
dysentery,  and  as  an  adjunct  to  surgery  of  the  large 
bowel.  Evidence  of  its  effectiveness  in  this  latter 
field  is  reported  by  E.  J.  Poth2. 

Promin  F 

Will  any  of  the  sulfonamides  prove  of  value  in 
the  treatment  of  tuberculosis?  Experimental  work 
has  suggested  that  Promin  may  have  some  value  in 
this  disease  but  clinical  confirmation  so  far  has  been 
lacking. 

Feldman  et  al3.  demonstrated  that  Promin  has 
definite  deterrent  action  on,  i.e.,  its  use  results  in 


lessened  spread  and  changed  character  of  lesions  of 
tuberculosis  induced  in  animals.  Barach  et  al4.  report 
favorable  results  from  administering  Promin  orally 
to  experimentally  infected  guinea  ,pigs.  Still  greater 
deterrent  effect  was  obtained  in  animals  by  inhala- 
tion of  nebulized  Promin. 

No  such  favorable  results  were  obtained  by 
Zucker  et  al.5  in  human  patients  with  relatively 
early  nondestructive  tuberculosis.  Administration 
was  by  intravenous  drip.  Adequate  blood  levels  were 
obtained  and  the  course  of  four  weeks’  treatment  was 
repeated  in  5 of  12  patients.  Adequate  trial  of 
treatment  was  therefore  given,  and  though  only 
relatively  mild  toxic  reactions  occurred,  no  bene- 
ficial results  were  observed  except  the  unexpeted 
healing  of  one  case  of  tracheo-bronchial  tubercu- 
losis. 

Penicillin 

Antibacterial  substances  derived  from  fungi  and 
other  microorganisms  offer  new  possibilities  for  the 
cure  of  infectious  diseases,  somewhat  reminiscent, 
perhaps,  of  bacteriophage.  The  new  interest  goes  back 
to  the  work  of  DuBos  who  in  1939  described  the 
isolation  of  a metabolic  product  of  the  soil  bacillus 
(B.  Breus)  which  possessed  a very  high  degree  of 
bactericidal  activity  against  gram-negative  organ- 
isms. Later  a fraction  was  found  which  proved  to 
be  effective  against  both  gram-positive  and  gram- 
negative organisms.  This  substance,  Tyrothricin,  has 
a limited  field  of  usefulness  because  of  its  hemolytic 
action. 

Penicillin,  a substance  extracted  from  culture  of 
the  fungus,  Penicillium  notatum,  is  apparently  ef- 
fective against  a wide  variety  of  microorganisms. 
Unlike  drugs  of  the  sulfonamide  series,  its  bacterio- 
static action  is  not  interfered  with  by  body  fluids  or 
by  pus,  and  only  to  a limited  extent  by  very  large 
numbers  of  organisms.  It  has  low  toxicity  to  tissue 
cells  and  may  be  administered  safely  by  parenteral 
routes.  It  is  inhibited  by  acid  gastric  juice  and  is 
rapidly  inactivated  in  the  body. 

Favorable  therapeutic  responses  (but  no  cures) 
were  reported  by  Abraham  et  alG.  in  several  ap- 
parently hopeless  cases  of  staphylococcus  and  strepto- 
coccus septicemia,  after  other  measures  had  failed. 
Penicillin  accomplished  sterilization  of  the  urine  in 
a case  of  serious  staphylococcus  aureus  urinary  tract 
infection  when  administered  by  mouth.  Applied  lo- 
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cally  to  the  eye,  it  was  effective  in  controlling  in- 
fection resistant  to  other  measures. 

Difficulties  of  production,  standardization  and 
administration  appear  obvious  in  this  report  and 
much  more  investigative  work  will  be  necessary  be- 
fore the  place  of  Penicillin  in  our  therapeutic  arma- 
mentarium is  established. 

Digitalis 

Variations  in  potency  of  digitalis  are  noted  in 
recent  articles  about  cardiac  drugs.  Following  the 
change  of  assay  method  of  the  U.S.P.  XI  revision  of 
1936,  many  preparations  of  digitalis  increased  in 
potency  to  as  much  as  15  0 per  cent  of  older  prepa- 
rations. The  forthcoming  twelfth  edition  of  the 
U.S.  Pharmacopoeia  provides  assay  by  the  cat  method 
and  a drop  of  potency  of  about  2 5 per  cent  over 
present  strength  is  anticipated  in  many  products. 
Human  assay  as  proposed  by  Gold7  may  be  the  next 
logical  step.  Meantime,  in  practice,  since  there  are 
variations  not  only  in  drug  potency  but  in  individual 
response,  it  is  necessary  for  the  physician  to  observe 
clinical  effects  very  carefully  in  each  patient.  The 
method  of  administration  selected  depends  upon  the 
patient’s  need  for  rapid  or  slow  digitalization  as 
the  case  may  be. 

A digitalis  glucoside,  Digitoxin  (Digitaline  Na- 
tivelle)  has  been  restudied  by  Gold7  and  found  to  be 
safe  to  administer  by  a single  therapeutic  dose  to 
patients  who  have  had  no  previous  digitalis  and  are 
in  urgent  need  of  digitalization.  Vomiting  was  in- 
duced in  only  1 out  of  5 0 patients  with  the  glu- 
coside, as  compared  with  1 in  5 with  digitalis.  Full 
therapeutic  effects  were  obtained  in  from  six  to 
eight  hours.  The  glucoside  is  effective  in  relatively 
small  doses  because  of  complete  gastro-intestinal  tract 
absorption.  The  full  therapeutic  dose  is  of  the  order 
of  1.2  5 mgm.,  or  only  3 cat  units,  as  compared  with 
an  average  of  1 5 units  of  digitalis  leaf  or  tincture. 

Dicoumarin 

Dicoumarin,  an  orally  effective  anticoagulant, 
was  synthesized  by  O.  A.  Meyer8  and  his  associates 
at  the  University  of  Wisconsin  to  resemble  the  ef- 
fective hemorrhagic  agent  obtained  from  spoiled 
sweet  clover  (which  causes  hemorrhagic  disease  in 
cattle).  The  chemical  name  of  the  substance  is  3,3’ 


methylenebis  (4-hydroxycoumarin) . The  name  Dico- 
umarol  has  also  been  applied. 

Its  action  is  to  delay  blood  clotting,  chiefly  by 
prolongation  of  prothrombin  time.  It  also  impairs 
clot  retraction  and  increases  red  blood  cell  sedimenta- 
tion rate.  The  action  is  somewhat  delayed  but  is 
accomplished  readily  by  oral  administration.  This 
latter  feature  and  its  low  cost  are  its  principal  ad- 
vantages over  heparin.  Blood  transfusion  readily 
counteracts  its  hemorrhagic  effects. 

The  principal  uses  suggested  for  this  new  drug 
are  as  a prophylaxis  against  postoperative  thrombosis 
and  embolism  and  the  treatment  of  pulmonary  em- 
bolism and  of  thrombophlebitis.  In  spite  of  a num- 
ber of  favorable  reports  of  clinical  application,  the 
field  of  usefulness  of  this  drug  and  its  details  of 
administration  have  not  yet  been  established. 
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RECENT  ADVANCES  IN  SURGERY 


APPENDICITIS  SIMULATING  MALIGNANCY 
OF  THE  CAECUM 

Appendicitis  as  the  cause  of  inflammatory  mass 
in  the  right  lower  quadrant  which  may  be  mistaken 
for  malignancy,  tuberculosis  of  the  caecum,  regional 
enteritis  or  actionomycosis  has  received  scant  mention 
in  recent  medical  literature. 

Mention  is  made  in  Kelly  and  Hurdon’s  book, 
The  Vermiform  Appendix  and  its  Diseases,  of  a 
report  by  A.  Gerster  in  the  New  York  Medical 
Journal  in  August,  1902,  of  such  a case.  A man  of 
20  presented  the  following  points  of  resemblance 
to  a neoplasm  of  the  ileocecal  region:  a large  rounded 
tumor  of  gradual  development,  movable,  giving 
very  little  pain  when  patient  lay  quietly  in  bed,  and 
not  accompanied  by  chills  nor  rise  of  tempera- 
ture, the  bowels  being  regular.  The  chief  points  in 
favor  of  the  inflammatory  nature  of  the  tumor  were 
the  age  of  the  patient,  and  especially  the  history  of 
three  previous  attacks  suggestive  of  appendicitis. 

In  the  Surgical  Clinics  of  North  America  for 
February,  1936,  Christopher  discussed  inflammatory 
tumors  of  the  caecum  simulating  acute  appendicitis. 
Three  cases  were  cited:  one  was  regional  ileitis,  one 
was  a carcinoma  in  the  caecum  in  a male  of  28,  and 
the  third  was  diverticulitis  of  the  caecum.  He  drew 
attention  to  the  fact  well  known  to  all  of  us  that 
an  appendectomy  may  be  one  of  the  simplest  or 
one  of  the  most  difficult  operations  in  surgery,  and 
also  that  one  must  be  prepared  to  deal  with  other 
pathological  conditions  in  the  right  lower  quadrant 
whenever  a patient  is  brought  to  surgery  with  a 
diagnosis  of  appendicitis. 

Differential  Diagnosis 

As  a rule,  new  growths  of  the  caecum  are  more 
or  less  freely  movable,  are  more  sharply  circumscrib- 
ed, and  develop  gradually,  while  an  inflammatory 
mass  is  less  movable,  less  clearly  outlined,  and  develops 
more  rapidly  with  acute  local  findings  of  tenderness 
and  rigidity,  and  associated  with  fever  and  leukocy- 
tosis. A malignancy  of  the  caecal  area  is  also  more 
likely  to  be  associated  with  change  in  bowel  habits, 
with  partial  intestinal  obstruction,  with  anemia,  with 
gross  or  occult  blood  in  the  stool,  and  with  filling 
defects  as  shown  by  barium  enema.  These  findings 
may  not  be  sufficiently  distinctive  in  any  given  case 
to  permit  of  a differential  diagnosis  and  only  by 
exploratory  laparotomy  can  the  true  nature  of  the 
condition  be  determined. 

Diverticulitis  of  the  colon,  particularly  of  the 


sigmoid  area,  commonly  gives  rise  to  an  inflamma- 
tory mass  that  cannot  be  differentiated  preoperative- 
ly  from  malignancy.  This  is  of  less  frequent  oc- 
currence in  the  caecal  region,  because  diverticula 
occur  more  rarely  in  this  area.  The  three  following 
case  reports  of  inflammatory  lesions  in  the  caecal 
area,  the  result  of  appendicitis,  illustrate  the  points 
just  discussed. 

Case  Reports 

Case  1.  Queen’s  Hospital,  No.  93574.  In  August, 
1935,  a Japanese  woman,  age  48,  was  referred  from 
Kauai  by  Dr.  Marvin  Brennecke  with  a provisional 
diagnosis  of  carcinoma  or  granuloma  of  the  caecal 
region.  Several  weeks  previously  the  patient  had 
noticed  some  abdominal  discomfort  in  the  right 
lower  quadrant,  and  on  examinatiion  a tumor  had 
been  palpated  in  this  area.  There  was  very  little  ten- 
derness in  this  region,  and  no  muscle  spasm.  The 
highest  temperature  on  several  occasions  was  99.2  F. 
Two  months  previously  she  had  apparently  passed 
chyle  in  the  urine  but  none  was  present  at  this 
time  and  the  urine  was  otherwise  normal.  Cysto- 
scopic  examination  and  pyelograms  were  negative. 
Urine  cultures  were  sterile.  Pelvic  examination 
was  negative;  the  tumor  was  lying  higher  than  one 
would  expect  from  a tubo-ovarian  involvement.  Bar- 
ium x-ray  studies  showed  a slight  filling  defect  in  the 
region  of  the  caecum. 

Operation,  August  13,  1935:  Under  spinal  anes- 
thesia a right  rectus  incision  was  made.  A mass 
was  encountered  along  the  inferior  edge  of  the  cae- 
cum and  terminal  ileum  that  was  at  first  interpreted 
as  being  due  to  malignancy.  However,  on  exploring 
the  appendix  it  was  found  to  curve  around  beneath 
the  ileum,  and  to  have  ruptured  near  the  tip.  There 
were  1 or  2 cc.  of  pus  in  this  region,  with  a large 
amount  of  surrounding  inflammatory  reaction.  Re- 
moval of  the  appendix  was  followed  by  recovery. 
Microscopic  examination  of  the  appendix  revealed 
only  inflammatory  reaction. 

Case  2.  Queen’s  Hospital,  No.  137503.  A Jap- 
anese man,  44  years  of  age,  was  seen  on  October  10, 
1940.  The  history  revealed  that  one  month  before 
he  had  noticed  some  soreness  in  the  right  lower 
quadrant  and  had  felt  a lump  in  this  region.  The 
symptoms,  and  the  tumor,  so  far  as  he  could  deter- 
mine, disappeared  in  a few  days  and  he  thought  no 
more  of  it  until  the  same  findings,  associated  with 
diarrhoea,  recurred  during  the  past  few  days.  His 
bowels  moved  four  or  five  times  a day  but  he  had 
not  noticed  any  blood  in  the  stool. 

On  examination  there  was  a firm,  freely  movable 
mass  in  the  right  lower  quadrant,  very  slightly  if 
at  all  tender;  there  was  no  muscle  spasm.  Rectal 
examination  was  negative.  Temperature  at  4 p.m. 
was  99  F.  and  at  8 p.m.  98.6  F.  Red  blood  count 
4,500,000;  hemoglobin  71  per  cent  or  10.8  grams; 
white  blood  count  7,900,  polymorphonuclears  75  per 
cent,  small  lymphocytes  20  per  cent,  monocytes  4 
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per  cent,  eosinophiles  1 per  cent,  no  left  shift,  no 
abnormal  cells.  The  blood  Wassermann,  Kahn,  Eagle 
and  Lauglen  reactions  were  negative.  Examination  of 
feces  showed  no  gross  or  microscopic  blood  and  no 
parasites.  X-ray  of  chest  was  negative.  Colon  x-ray 
showed  a constant  filling  defect  in  the  caecal  region 
which  we  thought  was  quite  compatible  with  malig- 
nancy. The  patient  being  in  good  general  physical 
condition,  exploration  was  advised.  We  felt  quite 
certain  from  the  data  we  had  gathered  that  we  were 
dealing  with  a carcinoma  of  the  caecum. 

Operation,  October  18,  1940:  Under  spinal  anes- 
thesia a right  rectus  incision  was  made.  A greatly 
thickened  appendix  was  found,  surrounded  by  in- 
flammatory reaction,  with  thickening  of  the  base 
of  the  caecum.  No  abscess  was  present  and  no  point 
of  rupture  of  the  appendix  could  be  identified.  The 
terminal  ileum  was  normal  and  nothing  was  found 
s"ggesting  a regional  enteritis.  The  appendix  was 
removed.  The  microscopic  diagnosis  was  subacute 
appendicitis.  The  patient  made  an  uneventful  re- 
covery and  has  remained  well  since. 

Case  3.  Queen’s  Hospital,  No.  159996.  A Hawaii- 
an woman,  age  37,  had  developed  pain  in  the  right 
lower  quadrant  approximately  two  and  a half  or 
three  months  before.  The  onset  was  acute,  with 
temperature  103  F.  She  was  examined  by  a physician 
soon  after  onset  of  symptoms  and  he  suspected  (so 
she  stated)  trouble  with  her  appendix.  A practitioner 
of  another  art  later  thought  to  dispel  the  trouble 
by  massage.  Sometime  after  this  she  became  con- 
scious of  a mass  in  the  right  lower  abdomen.  Aside 
from  the  first  few  days  she  had  not  been  acutely  ill 
and  the  pain  had  resolved  itself  into  a feeling  of 
discomfort  in  the  right  lower  quadrant  of  the  ab- 
domen. 

On  examination  there  was  found  a fixed,  firm 
mass  somewhat  to  the  right  of  McBurney’s  point. 
It  was  only  slightly  tender,  and  on  bimanual  exami- 
nation did  not  seem  connected  with  the  pelvic  organs. 
The  temperature  on  several  occasions  was  normal 
and  preoperatively  did  not  rise  above  99.4  F.  The 
general  physical  examination  was  negative.  The  red 
blood  count  was  5,300,000;  hemoglobin  80  per  cent 
or  10.7  grams;  white  blood  count  9,400,  polymorpho- 
nuclears  62,  per  cent,  small  lymphocytes  25  per  cent, 
monocytes  9 per  cent,  eosinoplriles  4 per  cent.  Urine 
examination  negative.  Intravenous  pyelograms  show- 
ed nothing  abnormal  except  that  the  right  psoas 
muscle  was  less  clearly  outlined  than  the  left,  and 
there  was  considerable  ptosis  of  the  right  kidney. 
X-ray  of  the  colon  showed  no  filling  defect  of  the 
caecum,  and  under  fluoroscopic  examination  the  mass 
seemed  to  be  just  below  and  to  the  outside  of  the 
caecum.  Again  the  question  arose  as  to  the  nature 
of  the  lesion,  and  again  we  were  suspicious  of  malig- 
nancy but  were  more  inclined  to  consider  appendiceal 
involvement  or  some  other  inflammatory  reaction 
because  of  the  two  previous  experiences  just  des- 
cribed. 

Operation,  October  6,  1942.  Under  cyclopropane 
anesthesia  (spinal  anesthesia  was  contraindicated  be- 
cause the  systolic  blood  pressure  was  only  92  mm. 
Hg)  an  incision  outside  the  right  rectus  muscle  was 
made.  The  appendix  was  found  curled  back  along 
the  under  surface  of  tne  caecum,  its  tip  lying  against 
the  lateral  abdominal  wall  and  surrounded  by  a 
small  abscess,  about  the  diameter  of  a twenty-five 
cent  piece,  which  had  burrowed  into  the  abdominal 
muscles.  There  was  also  a small  perforation  lead- 
ing from  the  distal  and  mid-third  of  the  appendix 


through  the  wall  of  the  caecum.  The  appendix  was 
removed,  the  region  was  thoroughly  dusted  with  6 
to  8 grams  of  sulfanilamide  crystals  and  the  incision 
closed  tight.  Ten  days  later  an  intra-abdominal  ab- 
scess was  drained  through  a stab  wound  just  inside 
the  anterior  superior  spine.  After  this  an  uneventful 
recovery  took  place. 

The  pathologic  examination  showed  a greatly 
thickened  appendiceal  wall  due  to  fibrous  tissue  and 
fibroblastic  proliferation.  Section  showed  a cellular 
exudate  on  the  surface  with  many  polymorphonu- 
clear cells.  The  ceco-appendiceal  fistula  was  identi- 
fied. 

Discussion 

In  the  differential  diagnosis  of  a mass  occurring 
in  the  right  lower  quadrant  one  should  always 
consider  the  possibility  of  the  lesion’s  being  inflam- 
matory, either  from  a ruptured  appendix  or  from 
a ruptured  diverticulum.  We  are  accustomed,  because 
of  its  usual  occurrence,  to  think  of  a ruptured  ap- 
pendix as  giving  rise  to  an  acute  inflammatory  pro- 
cess characterized  by  acute  pain,  tenderness,  muscle 
rigidity,  fever  and  leukocytosis.  That  such  may  not 
be  the  case  is  shown  by  the  chree  cases  just  cited. 

Since  Crohn,  Ginzburg  and  Oppenheimer  in  1932 
described  the  clinical  entity  of  regional  enteritis,  we 
have  had  a watchful  eye  open  for  this  condition. 
If  encountered,  it  has  not  been  recognized  clinically; 
and  in  no  case  at  the  time  of  operation  has  any 
pathological  condition  been  seen  which  fitted  into 
this  picture.  Perhaps  it  will  become  prevalent  here 
in  the  future,  as  has  been  the  case  with  thyroid 
disease,  which  was  a clinical  curiosity  in  Hawaii  until 
comparatively  recently 

As  previously  mentioned,  acute  and  chronic  in- 
flammatory lesions,  usually  the  result  of  diverticula, 
are  preponderantly  more  commonly  encountered  in 
the  region  of  the  sigmoid  colon.  It  is  everyone’s 
experience  at  times  to  be  unable  to  differentiate  be- 
tween a malignancy  of  the  sigmoid  and  an  inflam- 
matory tumor,  the  result  of  diverticulitis,  until  the 
abdomen  is  opened  and  occasionally  even  until  the 
microscopic  pathological  report  has  been  completed. 

It  is  my  impression  from  personal  experience  that 
one  will  find,  in  1 or  2 per  cent  of  the  individuals 
operated  upon  for  acute  appendicitis,  that  the  troub- 
le is  due  not  to  the  appendix  but  to  a diverticulitis 
of  the  caecum.  These  diverticula,  or  at  least  the 
ones  I have  seen,  usually  arise  at  the  upper  margin 
of  the  caecum  on  its  lateral  aspect  and  may  be 
easily  overlooked  if  the  condition  is  not  thought  of 
and  adequate  exploration  made.  In  at  least  one  in- 
dividual whom  I have  observed,  a tumor  in  thee  caecal 
region  thought  to  be  due  to  malignancy  was  found 
at  operation  to  have  resulted  from  diverticulitis. 

In  concluding  these  remarks,  I wish  to  emphasize 
the  fact  that  one  always  has  to  consider  the  ap- 
pendix as  the  disturbing  factor  in  the  causation  of 
a lump  in  the  right  lower  quadrant. 
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competent  medical  officers  responsible 
for  the  health  of  our  armed  forces  have 
seen  to  it  that  every  soldier,  sailor  and  marine 
will  have  the  fullest  protection  against  malaria 
that  modern  methods  can  afford. 
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CLINICO-PATHOLOGIC  COMMENT 


REVERIES  OF  A SENESCENT 
PATHOLOGIST:  II 

Now  let  us  go  back  to  the  Cinderella — the  Cin- 
der Ella — of  the  laboratory:  poor  little  Bacterio- 
logy. 

From  a review  of  some  of  the  local  hospitals’ 
annual  reports  (St.  Francis,  for  example) — it  be- 
comes obvious  that  their  staffs  are  using  wisely  the 
departments  of  clinical  chemistry,  serology  and 
hematology  and  urinalyses,  much  more  than  in  the 
previous  year,  but  are  sadly  neglecting  bacteriologic 
investigation.  The  annual  report  of  St.  Francis  Hos- 
pital, in  press,  shows  the  following: 


Department 

1941 

1942 

Serology  & 
Hematology 

10,921 

14,151 

Chemistry 

345 

514 

Urinalysis 

4,005 

6,641 

Bacteriology 

578 

594 

The  lack  in  bacteriology  is  obvious. 


At  Queen’s  Hospital,  to  be  sure,  the  laboratory 
procedures  dropped  from  70,844  in  1941  to  51,680 
in  1942,  but  the  relative  decrease  is  most  noticeable 
in  the  field  of  bacteriology.  General  smears  dropped 
from  845  to  735,  sputum  from  865  to  5 52,  throat 
cultures  from  165  to  94,  blood  cultures  from  218 
to  202,  gonococcus  cultures  from  2,014  to  919  and 
miscellaneous  cultures  from  5 34  to  365.  The  fall 
in  sputum  examinations  is  particularly  reprehensible. 
It  seems  to  be  the  fashion  to  do  the  ten  dollar  x-ray 
first  and  the  two  dollar  sputum  last. 

Of  course,  it  is  true  that  many  of  our  diseases 
have  a virus  as  an  etiologic  agent,  and  that  there 
is  not  one  laboratory  in  all  Hawaii — neither  private 
nor  public  health — competent  or  set  up  to  investigate 
viruses,  which  fact  is  rather  discouraging  to  the  pro- 
gressive practitioner,  but  no  excuse  for  not  making 
every  effort  to  incriminate  a bacterium,  if  there  is 
any  possibility  at  all,  of  being  the  etiologic  factor. 

In  the  early  days  of  the  clinical  laboratory, 
Bacteriology  consisted  chiefly  the  study  only  of 
stained  smears  of  pus,  sputum,  and  other  secretions 
and  excretions.  There  was  a variety  of  stains.  Ani- 
line gentian  violet  was  the  sheet  anchor;  it  was 
nasty  to  make  up  and  apt  to  spoil;  it  had  an  aroma 
that  can  make  many  an  old  timer  nostalgic.  Be- 


sides, there  were  carmine,  methylene  blue,  safranine, 
fuchsin  and  Gram’s  stain.  (It  is  interesting  to  note 
how  early  in  the  history  of  Bacteriology  Gram’s 
stain  helped  us  separate  the  positive  goats  from  the 
negative  sheep;  as  interesting  as  the  very  early  dis- 
covery, in  the  history  of  syphilis,  that  mercury  was 
useful  in  the  treatment  of  that  disease.  And,  speak- 
ing of  history  and  the  dyes  used  early  in  Bacterio- 
logy, it  is  interesting  to  remember  that  Robert  Koch 
first  saw  the  tubercle  bacillus  as  a blue  rod  and  not 
the  red  bacillus  that  has  fixed  itself  in  the  mind  and 
memory  of  every  intern  of  the  last  twenty-five  years. 
With  the  relatively  recent  advent  of  Fite’s  improved 
technique  for  the  staining  of  acid  fast  bacilli,  where- 
by those  organisms  appear  as  blue-black  rods  against 
a dissimilar  background,  those  of  us  bacteriologically 
minded  may  shake  hands  across  the  ages  with  Pasteur, 
Koch  and  Gram.) 

In  those  days  there  were  very  few  culture  media. 
Please  remember  that  the  pioneer,  Pasteur,  worked 
only  with  fluid  cultures  and  that  Koch,  within  his 
lifetime,  almost  as  one  man  alone — did  I say  "alone?” 
— not  only  put  this  department  on  a scientific  basis 
but  brought  it  to  near-perfection.  He  did/  so  with 
the  aid  of  his  first  wife,  who,  from  her  kitchen,  gave 
him  the  hint  of  gelatin,  a solidifying  medium  (from 
calves’  hooves  and  not  out  of  a paper  carton)  to 
hold  the  colonies  isolated,  to  the  production  of  pure 
cultures,  the  offspring  of  a single  organism.  Agar 
followed — as  did  a second  wife,  who  could  sing  but 
not  cook,  for  Koch. 

In  the  early  days  we  had  beef  extract  broth  and 
agar  (Liebig  is  a name  the  old  timers  will  remember )_, 
gelatin  and  Loeffler’s  medium,  and  very  few  others. 
Thereafter  the  bacteriologic  physician  got  lost  in  a 
maze  of  fermentable  sugars  and  he  has  not  yet 
come  out  of  the  morass.  Incubators  were  heated  by 
kerosene  or  gas,  and  fluctuated  violently;  anyone 
who  could  cultivate  a tubercle  bacillus  was  a mas- 
ter; typhoid  was  diagnosed  by  symptoms,  not  cul- 
tures, but  was  confirmed  by  the  Widal  reaction;  and 
the  gonococcus  and  meningococcus  just  simply  didn’t 
grow  in  a test  tube,  any  more  than  did — or  does — 
then  B.  (now  M.)  leprae.  The  bacteriologic  picture 
has  been  changed  by  a great  many  factors,  but  none 
so  important  as  (1)  pH,  (2)  Difco,  (3)  sulfa 
compounds,  (4)  knowledge  of  bacterial  respiratory 
needs,  and  (5),  at  least  for  us,  plastic  molded 
bottle  caps. 
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pH 

The  symbol  pH  (or  pH)  means  the  logarithm 
of  the  reciprocal  of  the  hydrogen  ion  concentration, 
and  not  'degrees”  of  acidity  or  alkalinity,  or  the 
total  content  of  alkali  or  acid.  You  are  not  interested 
in  the  total  salt  content  of  that  pot  of  soup  on  the 
stove  but  you  certainly  are  quite  interested  in  how 
"salty”  your  particular  plate  of  it  is.  Just  so  with 
the  bugs.  Just  so  also  with  your  stomach.  Who  cares 
how  much  hydrochloric  acid  your  dilated  or  con- 
tracted stomach  contains;  the  poor  little  cells  want 
to  know  only  how  concentrated  that  HC1  is;  is  it 
pure,  dilute,  or  very,  very  dilute?  But  many  cli- 
nicians still  think  in  terms  of  "degrees”  of  acidity. 

During  the  last  war,  1918-19,  when  I was  mak- 
ing pneumococcus  vaccine,  it  seemed  such  a great 
pity  to  cut  up,  grind  up  and  cook  up,  each  night, 
half  a cow  to  make  soup,  which  was  titrated  to 
neutrality  with  phenolphthalein  as  an  indicator,  and 
then  to  add  so  and  so  much  additional  sodium  hy- 
droxide to  so  many  degrees  of  alkalinity;  possibly 
that  batch  would  not  grow  a single  pneumococcus. 
Then,  on  the  following  night,  with  the  other  half 
of  the  same  cow,  with  the  same  technique,  a broth 
resulted  that  gave  such  abundant  growth  as  to  be 
quite  milky.  But  when  we  found  out  how  to  adjust 
the  reaction  for  hydrogen  ion  concentration — the 
only  language  living  cells  can  understand — by  the 
use  of  phenolsulfonphthalein  (phenol  red)  or  thymol 
blue,  or  some  other  dye  that  changes  color  at  a given 
pH,  the  large  batches  of  broth — hundreds  and  hun- 
dreds of  liters  that  had  been  going  down  the  sewer — 
consistently  gave  good  growth.  So  today  the  pH 
method  is  universally  used.  The  pH  is  estimated  with 
an  electric  gadget  (rather  expensive  and  complicated) 
or  a colorimetric  one  (quite  cheap  and  reasonably 
accurate,  with  a wide  variety  of  dyes  with  ranges 
from  acid  pH  1.2,  over  neutrality  pH  of  7,  to  al- 
kaline pH  9.6) . 

Difco.  et  al. 

At  about  that  time  clinical  laboratories  began, 
then,  to  take  more  interest,  not  only  in  the  reactions 
of  the  media  used,  but  in  their  available  food  con- 
tent. This  stimulated  the  manufacturers  to  the  pro- 
duction of  various  perfected  peptones,  which  far 
surpassed  the  previously  accepted  standard  "Witte’s”, 
of  German  manufacture.  Culture  media  consisted  in 
those  days,  essentially,  of  meat  extract,  peptone,  and 
salt,  with  or  without  the  solidifying  agents,  agar  or 
gelatin. 

Meat  extract — beef  tea — is,  as  Martin  Fischer  has 
so  succinctly  said,  only  the  urine  that  the  cow  was 
unable  to  excrete  before  she  was  slaughtered.  It  may 


be  a stimulant  or  a nutrient — both,  or  neither — to 
bacteria. 

Peptones  were  the  meat  of  the  cow — those  com- 
plex living  cells,  caught  at  different  distances  down 
the  slope,  as  they  cascaded  from  the  complex  protein 
molecule  toward  the  simple  amino  acids. 

Salt  was  salt — the  electrolyte  needed  in  all  bio- 
logic activities. 

A wide  variety  of  recipes  for  media  then  made 
its  appearance;  hormone  broth  and  agar,  brain 
media,  liver  media  (vitamins  hadn’t  been  invented 
yet,  save  for  the  anti-beriberi  one,  and  whoever  heard 
of  a bacterium  with  beriberi?)  until  the  bacteriologic 
literature  looked  like  Fannie  Farmer’s  Cook  Book. 
Any  clinical  bacteriologist,  trying  to  keep  up  with 
the  times,  spent  most  of  his  time  steaming  over  a 
cook-stove,  and  he  was  sure  to  invent  a medium  of 
his  own.  Bacterial  dietetics  was  the  watchword  of 
the  day. 

Then  came  the  Difco  people  (Digestive  Ferments 
Co.,  of  Detroit),  pioneers  in  their  line.  They  made 
a great  variety  of  these  newer,  complicated  media, 
as  well  as  the  old,  extracted  the  water,  and  marketed 
them  in  dry  powder  form.  All  one  had  to  do  was 
add  water  to  dissolve,  and  without  even  bothering 
to  set  the  reaction  to  the  desired  pH,  autoclave  the 
medium.  Now,  instead  of  having  the  laboratory  shel- 
ves (or  worse,  the  ice  box)  all  cluttered  up  with  fifty 
or  so  large  batches  of  different  culture  media,  going 
to  waste  by  drying  up  in  their  test  tubes,  those 
same  shelves  hold  bottles  of  dried  powder  that  can 
readily  and  economically  be  made  into  small  batches 
of  the  required  medium  on  short  notice. 

More  recently,  other  firms  have  come  into  this 
field,  notably  the  Baltimore  Biological  Laboratory, 
who  make  the  very  useful  Brewer’s  medium.  This 
is  a pork  infusion  broth  containing  a reducing  re- 
agent, sodium  thyoglycollate,  which  permits  one  to 
grow  in  one  liquid  medium  either  anaerobes,  micro- 
aerophiles  or  aerobes,  or  all  three. 

Clinical  bacteriology  was  greatly  stimulated,  but 
the  response  from  the  clinician  still  left  much  to  be 
desired.  Clinical  bacteriology  is  quite  different  from 
determinative,  analytical  bacteriology.  In  the  latter 
the  problem  is,  for  example:  "Here  is  a gram  nega- 
tive rod;  what  is  it?  Determine  by  all  available 
cultural  and  other  methods  its  exact  genus  and  spe- 
cies and  strain,  if  possible.”  Ideally,  the  problem  in 
clinical  bacteriology  might  be  typified  as  follows: 
The  clinician  says  to  the  clinical  bacteriologist,  "Here 
is  my  patient;  he  has  such  and  such  symtoms,  which 
lead  me  to  believe  he  has  typhoid  fever  (or  perhaps 
he  says  brucellosis  or  infectious  endocarditis,  or  diph- 
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theria).  What  do  you  think?  You  were  a doctor 
once.  What  do  you  advise  and  how  shall  we  collect 
properly  the  needed  specimens?”  (This  is  pure  fic- 
tion; very  few  clinicians  ever  talked  to  me  as  under- 
standing^ as  that,  during  these  past  twenty-six 
years  that  I have  labored  in  this  field).  Then  the 
clinical  bacteriologist  has  one  or  two  or  three  leads 
that  he  may  follow  intensively.  The  greatest  need 
today  in  clinical  bacteriology  is  closer  cooperation 
and  consultation  between  clinician  and  bacteriologist, 
before,  not  after,  the  specimens  are  secured  and  the 
cultures  made.  Even  if  this  consultation  brings  the 
laboratory  an  unusual  request,  the  presence  of  the 
dried  culture  media  gives  it  confidence  and  the  as- 
surance that  it  may  meet  all  ordinary  and  most  extra- 
ordinary emergencies;  thus  it  welcomes  the  unusual 
problems  rather  than,  as  formerly,  trying  to  avoid 
them. 

The  Sulfa  Compounds 

For  a while  it  seemed  that  this  ideal  relationship 
between  clinician  and  bacteriologist  was  about  to 
be  achieved,  for,  as  each  new  sulfa  compound  made 
its  appearance,  it  was  supposed  to  be  more  effica- 
cious with  certain  species  of  bacteria  than  with  others. 
And  so  a great  interest  was  aroused  in  the  clinician, 
with  reference  to  the  specific  cause  of  the  condition 
he  was  treating,  and  he  began  to  take  a new  interest 
in  clinical  bacteriology. 

That  boon  went  boom  with  Perrin  Long’s  dictum 
that  sulfadiazine  would  affect  all  the  bacteria  in  like 
manner  as  all  the  other  sulfa  compounds,  and  with 
less  toxicity  to  the  patient.  That  may  or  may  not  be 
true,  but  it  nearly  ruined  the  clinician’s  budding 
interest  in  bacteriology.  He  began  to  prescribe  sul- 
fadiazine immediately,  requesting  cultures  only  later 
or  when  things  were  not  going  as  anticipated,  and 
thereby  increased  the  difficulties  of  the  clinical  bac- 
teriological laboratory;  for  the  presence  of  sulfa  com- 
pounds in  the  infected  specimens  presented  for  cul- 
ture markedly  inhibited  or  prevented  the  growth  of 
organisms.  This  difficulty  was  a very  considerable 
one  until  it  was  discovered  (Janeway  III  contributed 
this  aid)  that  para-amino  benzoic  acid  (which  is 
found  in  some  of  the  better  peptones)  when  added 
to  culture  media  in  a concentration  of,  say,  5 to  7 
mgm.  per  cent,  in  a great  measure  neutralized  the 
effect  of  the  sulfa  compounds.  So  today,  practically 
all  culture  media  on  our  laboratory  shelf  contain 
this  acid,  since  most  specimens  for  culture  come  from 
patients  who  have  been  talking  sulfa  compounds, 
either  at  the  direction  of  their  doctor  or  on  their 
own  initiative.  We  are  under  the  impression  that 
this  content  of  para-amino  benzoic  acid  in  culture 
media,  even  though  the  cultured  material  may  con- 
tain none  of  the  sulfa  compounds,  enhances  the  nu- 
tritive value  of  that  medium. 


Bacterial  Respiratory  Needs 

"When  I was  a young  man  before  my  hair  was 
grey”  we  knew  that  there  were  obligate  anaerobes, 
but  culturing  B.  (now  Clostridium)  tetani  from  tis- 
sue was  such  a messy  problem  indeed  that  nearly  every 
clinical  laboratory  gave  it  up  as  a bad  job.  All  it  got 
us  was  a negative  result  or  a mixed  culture  and 
a lot  of  pyrogallic  acid  stain  on  the  fingers  of  the 
laboratory  personnel.  And  when,  once  in  a while, 
the  typical  gram-positive  drumstick  bacillus  was  re- 
covered in  pure  culture,  it  did  not  help  the  patient — 
he  had  died  two  days  previous  with  risus  sardonicus, 
for  there  was  no  adequate,  generally  accepted  way 
of  treating  tetanus  in  those  days — before  my  hair  was 
grey — than  there  is  now.  Risus  sardonicus! 

In  1908  Nowak  discovered  that  if  the  available 
oxygen  was  reduced  and  the  carbon  dioxide  was  in- 
creased, Bang’s  bacillus  (now  called  Brucella  abor- 
tus) grew  more  consistently  and  luxuriantly.  In 
1918  Wherry  and  Oliver  showed  that  these  gaseous 
conditions,  then  called  "partial  tension  cultures,” 
markedly  enhanced  the  growth  of  the  gonococcus. 
I myself,  working  in  their  laboratory,  in  1916,  found 
a streptothrix  in  carious  teeth  that  was  an  obligate 
micro-aerophile;  it  would  not  grow  aerobically  nor 
anaerobically  but  only  under  partial  tension  con- 
ditions. It  was  the  subject  of  my  first  medical 
publication,  in  the  Journal  of  Infectious  Diseases. 

Other  germs  were  added  to  the  list  that  grew 
best — particularly  in  primary  cultures — under  par- 
tial tension  (now  called  'capneic”  or  "mephitibic”) 
conditions.  These  considerations  were  sadly  neglected 
or  forgotten  until  the  national  ballyhoo  against 
venereal  disease  became  strident;  today  the  laboratory 
that  does  not  feed  its  gonococcus  the  proper  food 
and  give  it  the  proper  air  to  breathe  is  apt  to  be 
arrested  for  cruelty  to  animals  or  malpractice.  Many 
ingenious  methods  of  creating  these  atmospheric  con- 
ditions have  been  evolved;  any  are  satisfactory  if 
they  produce  the  desired  gaseous  environment.  Some 
are  more  laborious  than  others.  But  the  gaseous  en- 
vironment is  quite  as  important  as  the  food — the 
culture  medium — on  which  the  bacterium  is  artifi- 
cially grown. 

Molded  Bottle  Caps 

I should  like  to  conclude  my  reveries  by  saying 
a kind  word  for  molded  bottle  caps.  They  crept  into 
the  medical  world  at  about  the  same  time  as  the 
vitamins;  they  have  been  far  less  advertised  and  far 
more  useful.  The  cork  tree,  under  which  rested  Fer- 
dinand the  Bull,  can  now  be  sacrificed  without  com- 
punction, and  Ferdinand  may  have  to  return  to  the 
bull  ring. 
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The  molded  bottle  cap  stands  autoclaving  and 
does  not  shrink  during  the  weeks,  months  or  years. 
One-ounce  bottles  have  replaced,  in  our  laboratory, 
cotton-stoppered  test  tubes;  and  two-ounce  bottles, 
with  molded  stoppers,  have  replaced  petri  dishes.  The 
moisture  is  conserved  indefinitely. 

If  the  molded,  screw-on  bottle  cap  has  a hole 
and  a rubber  inner  liner,  replacing  the  waxed  paper 
one,  the  air  may  be  exhausted  with  a hypodermic 
needle  and  replaced  with  any  desired  gaseous  mixture. 
If  that  mixture  be  lowered  oxygen  and  increased 
carbon  dioxide,  the  modern  term  is  'capneic”;  and  I 
like  the  term,  for  the  condition  is  most  simply  and 
easily  obtained  with  the  aid  of  these  bottle  caps. 


The  inventor  of  these  bottle  caps,  that  have  so  al- 
tered the  work  of  many  fields,  including  bacterio- 
logy, is  unknown;  but  he  certainly  deserves  a medal 
of  some  sort  with  so  many  being  distributed  for 
destruction,  not  construction,  these  days. 

The  clinical  laboratory  has  slowly  made  progress 
— very  slowly — in  bacteriology,  but  I fear  that 
the  clinician  has  not  kept  step  nor  demanded  his 
rights;  I fear  he  knows  less  bacteriology  today  than 
on  the  day  he  received  his  sheepskin.  And  that  being 
so  I fear  will  condemn  Cinderella  to  be  forever  a 
Cinder  Ella,  sifting  ashes,  and  never  give  her  a chance 
to  wear  the  glass  slippers  nor  the  resplendent  clothes. 

E.  A.  Fennel,  m.d. 


HAWAII  SOCIETY  OF  CLINICAL  PATHOLOGISTS 


The  Hawaii  Society  of  Clinical  Pathologists  held 
a tumor  seminar  on  April  17,  1943,  from  7 to  9 PM 
at  Tripler  General  Hospital  (Farrington  High 
school).  Sections  from  8 cases  previously  mailed  to 
the  men  attending  were  projected  on  a screen  and 
the  slides  discussed.  Following  the  meeting  refresh- 
ments were  served  by  the  Army.  The  following 
doctors  were  present:  Doctors  A.  Majoska,  Louis 


Hirsch,  Jesse  Smith,  Harry  Arnold,  Jr.,  I.  L.  Tilden, 
Cmdr.  E.  M.  Butt,  Lt.  Cmdr.  C.  R.  Jensen,  Lt.  I. 
Chapman,  Lt.  Bernet,  Lt.  Col.  C.  E.  Moran,  Capt. 
D.  L.  Adler,  Capt.  Levison,  Capt.  W.  A.  Hause, 
Capt.  Weiss,  Lt.  H.  Lawrence,  Capt.  Rosenthal, 
Major  R.  C.  Wadsworth  and  Major  C.  F.  Tessmer. 

T.  L.  Tilden,  M.  D. 
Secretary 
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. . . be-dogging  his  footsteps  to  the  hospital  . . . pursuing 
him  to  surgery  . . . ever  multiplying  on  his  skin  are  the 
pathogenic  bacteria!  Harmless  preoperatively,  the  agents 
of  infection  can  become  dangerous  if  surgical  intervention 
follows  inadequate  aseptic  and  antiseptic  measures.  O Effi- 
cient preoperative  skin  disinfection  is  especially  important. 

How  wellTinctureMetaphen  1 : 200  is  suited  for  this  exacting 
task  has  been  emphasized  by  the  results  of  an  impartial,  com- 
parative study*  of  fifteen  commonly  used  antiseptics.  O On 
the  oral  mucosa.  Tincture  Metaphen  was  found  to  reduce 
bacterial  count  95  to  100%  within  five  minutes;  to  cause 
only  a slight  irritation  to  some  of  the  subjects,  none  to  the 
others;  and  to  have,  in  substantial  excess  of  any  other 
antiseptic  tested,  a duration  of  action  of  approximately 
two  hours.  • Prescription  and  hospital  pharmacies  can 
supply  your  office  and  surgery  requirements  for  Tincture 
Metaphen  promptly.  Abbott  Laboratories,  North  Chicago,  111. 

*Meyer,  E.,  and  Arnold,  L.  (1938),  Amer.  J.  Digest.  Dis.,  5:418 
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H*i  i upon  a gleaming  pedestal  stands  the  trained  nurse,  winning  tlie  gratitude  and  warm  appre- 
ciation of  every  community  today  ...  In  Hawaii,  where  our  exposed  position  has  developed  such 
a heavy  excess  population,  with  its  intensified  public  health  problems,  the  trained  nurse  is  enshrined 
in  the  hearts  of  all  people  . . . Serene  and  competent,  this  valiant  woman  stands,  side  by  side  with 
the  physician,  fighting  against  all  of  the  ills  that  the  flesh  is  heir  to  . . . Untiring,  her  inspiration 
broods  over  the  scene  of  our  embattled  islands.  Here  her  example,  to  the  Armed  Forces  of  the 
war  front  and  to  the  civilian  life  of  the  home  front,  will  stand  forever  before  the  mind  s eye.  The 
emotisaBal  strain  that  suffering  humanity  inflicts  upon  the  nurse,  in  her  daily  round  of  duty,  would 
break  a lesser  spirit  . . . The  shattered  nerves  and  broken  bodies,  cestored  by  her  ministrations 
and  compassion,  are  a tribute  to  her  patience  and  skill  . . . Our  thanks  and  lasting  gratitude  are 
hers  . . . God  bless  our  nurses! 


☆ 

AMERICAN  FACTORS,  LTD. 


Distributors  of  fine  Pharmaceuticals  for  the  Territory  of  Hawaii 


EMERGENCY  MEDICAL  SERVICES 

(formerly  medical  preparedness) 


Report  made  at  the  Annual  Meeting  of  the 
Honolulu  County  Medical  Society 

Since  the  details  of  the  operation  of  the  Medical 
Section  of  the  Office  or  Civilian  Defense  have  been 
reported  in  each  issue  ~r  the  Journal,  it  is  not 
thought  worth-while  to  repeat  this  information  here. 
The  minutes  of  the  meetings  of  the  Preparedness 
Committee,  which  have  been  very  few  in  the  past 
Year,  are  on  file  in  the  office  of  the  Society  and  may 
be  consulted  by  anyone  who  is  interested.  It  is, 
however,  probably  worthwhile  to  enumerate  some 
of  the  completed  medical  projects  to  give  you  an 
over-all  idea  of  our  activities. 

On  this  island,  Sacred  Hearts  Hospital  has  been 
in  operation  for  a year  this  month,  has  treated  ap- 
proximately 2,000  patients  in  that  time  and  has  done 
nearly  200  major  surgical  operations,  but,  of  course, 
has  treated  no  war  casualties  and  it  is  hoped  that 
it  never  will.  About  50%  of  the  patients  are  em- 
ployed on  defense  contracts  and  are  hospitalized  for 
illness  and  industrial  accidents.  The  balance  has  been 
largely  the  overflow  from  overcrowded  hospitals  in 
the  city. 

Wahiawa  Hospital  has  also  been  in  operation 
approximately  one  year,  but  with  a very  much 
smaller  volume  of  business  and,  unlike  Sacred  Hearts 
Hospital,  has  been  used  very  little  by  private  phy- 
sicians. Most  of  the  work  at  Wahiawa  has  been  the 
care  of  the  dependents  of  officers  and  soldiers  living 
near  Schofield  Barracks.  Elementary  essential  medi- 
cal equipment  for  a small  hospital,  including  sur- 
gical and  obstetrical  materials,  has  been  provided  in 
three  rural  areas  for  the  care  of  evacuees  who  might 
not  be  able  to  travel  as  far  as  Wahiawa.  They  are 
respectively  at  Kunia  and  Kipapa  Schools  and  at 
Waimano  Home.  The  instruments,  drapes  and  dress- 
ings are  sterilized  and  hermetically  sealed  in  large 
tins  with  the  list  of  the  contents  on  the  cover.  A 
100  bed  addition  for  the  treatment  of  ambulatory 
tuberculosis  has  been  added  to  the  Wahiawa  Hospital 
and  will  commence  operation  as  soon  as  the  balance 
of  the  equipment  arrives. 

Manoa  and  Shriners’  Annex  Hospitals  have  never 
had  any  patients*,  but  are  ready  for  them  if  the 
time  comes. 

In  addition  to  the  blackout,  ventilation  and 


*Since  this  report  Shriners’  Annex  has  become  the  Emer- 
gency Poliomyelitis  Hospital. — Ed. 


ramp-escape  construction  provided  for  Honolulu 
hospitals  and  other  hospitals  of  the  Territory,  there 
are  several  hospital  projects  which  should  be  men- 
tioned. Two  2 5 -bed  wards  have  been  added  to  Kua- 
kini  Hospital  to  care  for  the  possible  occurrence  of 
an  epidemic  of  contagious  disease  requiring  isolation 
of  patients.  The  construction  of  a 30-bed  isolation 
unit  at  Queen’s  has  been  approved  and  construction 
will  start  in  a few  days.  This  will  permit  the  re- 
modeling of  the  present  contagious  wing  into  a 
kitchen.  A 30-bed  evacuation  ward  has  also  been 
authorized  for  Queen’s  Hospital  to  permit  the  re- 
moval of  the  patients  from  Liholiho  I to  this  build- 
ing should  it  be  necessary  to  move  the  surgery  to 
Liholiho  I.  A proposal  to  construct  nurses’  class- 
rooms for  Queen’s  Hospital  to  facilitate  the  training 
of  nurses  has  been  approved  by  everyone  concerned 
in  Hawaii,  and  rests  with  the  Interior  Department 
in  Washington.  Also  the  plan  to  construct  a 30-bed 
obstetrical  unit  adjacent  to  St.  Francis  Hospital  has 
been  held  up  by  the  Interior  Department,  but  it  has 
been  urgently  recommended  by  everyone  concerned 
here. 

On  Hawaii  no  new  hospitals  have  been  built  and 
the  work  of  the  Medical  Department  has  been  merely 
to  furnish  supplies  and  equipment  for  the  expanded 
capacity  of  the  existing  hospitals.  On  Maui  one  hos- 
pital has  been  built  at  Waikapu  and  has  been  turned 
over  to  the  Army  for  operation  with  an  agreement 
that  the  Army  care  for  civilians  if  necessary.  The 
other  hospitals  remain  in  operation  at  their  evacua- 
tion sites  mauka.  St.  Anthony’s  at  Wailuku  has  been 
set  up  by  the  O.C.D.  with  a capacity  of  30  to  5 0 
beds  to  care  for  emergencies.  On  Kauai  the  new 
hospital  at  Waimea  is  ready  for  occupancy  as  is 
the  one  at  Huleia.  On  Molokai,  Puu  Kolea  is  ready 
for  occupancy  and  the  High  School  hospital  on 
Lanai  is  ready  also. 

The  nursing  shortage  remains  the  outstanding 
serious  unsolved  problem  of  this  department.  The 
serious  shortage  of  nurses  on  the  mainland,  coupled 
with  transportation  difficulties,  still  prevents  our 
importing  an  adequate  number  of  nurses  to  fill  our 
vacancies.  The  last  survey  shows  that  approximately 
1 1 1 nursing  vancancies  exist  in  the  Territory.  In 
my  opinion  they  will  never  be  filled  and  the  answer 
to  the  problem  can  lie  only  in  conservation  of  nurses’ 
services  by  doctors  and  others  and  by  the  training 
of  non-professional  personnel  to  carry  out  manv 
nursing  functions. 
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Since  the  war  began  9 doctors  have  retired  from 
practice,  8 have  left  the  Territory,  2 have  died,  22 
have  joined  the  Army,  1 1 have  joined  the  Navy  and 
6 have  been  detained.  This  makes  a deficit  of  58 
medical  men  and  there  are  left  in  practice  on  Oahu 
206.  There  are  41  doctors  on  Hawaii,  20  on  Maui, 
16  on  Kauai,  3 on  Molokai  and  1 on  Lanai.  This 
figure  is  exclusive  of  internes  in  hospitals,  but  does 
include  physicians  in  institutions  like  Kalaupapa  and 
the  tuberculosis  hospitals.  The  Army  has  adhered  to 
its  original  decision  not  to  activate  the  commissions 
of  medical  reserve  officers  any  further  unless  the 
need  is  overwhelming.  I know  of  no  navy  reserve 
medical  commissions  which  have  not  been  activated. 

The  definite  lessening  of  the  war  tension  locally 
is  leading  to  a considerable  degree  of  complacency, 
the  justification  for  which  is  beyond  my  power  to 
estimate.  A proposal  has  been  made  that  the  hos- 
pitals on  Maui  return  to  their  original  sites  and 
the  recommendation  has  also  been  made  that  certain 
aid  stations  which  are  now  operating  on  a part- 
time  basis  only  should  be  completely  closed  and 
merely  cared  for  and  maintained  ready  for  use.  In 
my  judgment  these  proposals  will  probably  increase 
in  number  as  times  goes  on  unless  we  experience 
military  reverses. 


The  recent  return  of  many  functions  of 
government  to  civil  authorities  has  presented  many 
serious  medical  problems  in  that  no  substitutes  are 
available  for  the  Army  personnel  which  carried  on 
many  of  these  functions.  At  the  time  of  this  report 
I am  assured  by  the  Department  Surgeon  that,  until 
further  action  is  taken,  these  doctors  and  nurses 
will  not  be  disturbed  in  their  present  duties.  This 
is,  of  course,  not  a promise  for  the  future,  but  good 
for  the  time  being.  Owing  to  the  extremely  able 
assistance  of  Major  Chung-Hoon,  who  has  been  in 
this  office  since  July,  1942,  your  chairman  was 
able  on  the  first  of  the  year  to  assume  a half-time 
volunteer  status  and  devote  a portion  of  his  time 
to  practice.  It  is  impossible  to  overstate  Major 
Chung-Hoon’s  value  to  this  office.  His  intimate 
knowledge  of  the  Territory  as  a whole  and  of  the 
doctors  and  hospitals  in  it  has  made  him  more  useful 
than  any  malihini  could  have  been.  We  medical 
men  are  deeply  indebted  to  the  Army  for  his  ser- 
vices. Dr.  Dickson  who  has  been  in  charge  of  the 
aid  stations  and  ambulance  service  has  likewise  goqe 
on  a part-time  basis  and  Major  Chung-Hoon  is 
carrying  some  of  his  responsibilities  al™ 

H.  L.  Arnold,  m.  d, 
Territorial  Medical  Director,  O.C.D. 


270 


' /v*  V'ViS-  r 


! . , "V  ■,  ■*.. 

!'•  ' W W<* ..  - 


U-*  **.  . 

i :■•;•  • , :,V"  ' • •< 

i •-•■■.  ■•• . .-:  • , ' 

f ■ 

£ * "t  •;•  I,  *VV  •'  * 

rjC  • - - — ..  ' . 

;y ’ L*V  A /•  .-'  • 

( V7: . • 
KrSfei:; 


fri  ■ 

^ ' -v 

V 


•>*  -v  * 


A •/  ’ ...  f.'  t*  • • V 


Regular  daily  intake  of  the  Vitamin  B Complex  is 
essential  to  the  maintenance  of  steady  nerves 

Galen  Vitamin  Concentrates  provide  a logical 
answer  to  this  widespread  wartime  need.  They 
can  be  fully  depended  upon  to  supply  adequate 
amounts  of  all  the  B Complex  factors  which 
maintain  the  integrity  of  nerve  tissues. 

GALEN  "B”*  is  an  entirely  nat- 
ural concentrate  derived  from 
rice  bran.  It  supplies  the  entire 
Vitamin  B Complex  in  essentially 
the  same  proportions  in  which  it 
is  removed  from  our  diet  as  the 
result  of  the  milling  of  cereals. 
Galen”B”  is  thus  ideally  balanced 
as  a supplement  to  the  average 
diet.  Designed  for  regular  every 
day  use,  not  only  as  a medicine, 
but  as  an  essential  food  adjunct. 
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NON-POLITICAL  • NON-PROFIT  • NON -COMPULSORY 
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• That  in  1942  the  Association  has  paid  to  Honolulu 
County  Medical  Society  members  $29,170.05 

• The  Physicians’  Reserve  Fund  of  $3,683.96  will  be 
returned  to  the  doctors  by  October  1st,  1943 

• The  10  per  cent  Physicians’  Reserve  Fund  Deduc- 
tion will  continue  thru  1943 

• Over  6000  Honolulu  residents  are  protected  thru 
H.M.  S.  A. 

• The  Association  now  has  155  Honolulu  business 
firms  enrolled  in  the  plan,  plus  many  schools,  social 
agencies  and  city-county  employees 


The  H.M.  S. A.  Plan  is  sound  in  policy  and  finances, 
is  "second  to  none”  on  the  mainland 


COUNTY  SOCIETY  REPORTS 


HAWAII  COUNTY  MEDICAL  SOCIETY 

The  213th  regular  meeting  of  the  Hawaii  County 
Medical  Society  was  called  to  order  on  February  23, 
1943.  Fifteen  members  were  present.  Captain  Flinter 
of  the  local  Board  of  Health  was  guest. 

The  President  read  a letter  from  Mr.  Tate  Rob- 
inson, Director  of  Health  Education  of  the  Depart- 
ment of  Public  Instruction,  requesting  the  coopera- 
tion of  the  Society  in  a tuberculosis  survey  of  the 
teachers  and  employees  of  the  various  schools  on 
the  island.  Dr.  Leslie  explained  the  modus  operandi  of 
the  proposed  survey;  he  stated  that  the  survey  was 
sponsored  by  the  Department  of  Public  Instruction 
and  was  to  be  financed  by  the  local  Tuberculosis 
Society.  He  believed  that  x-rays  were  to  be  taken 
by  Puumaile  Home  and  various  outlying  county  and 
plantation  hospitals  where  these  facilities  exist,  these 
institutions  to  be  remunerated  at  a rate  of  $1.25 
per  film  but  at  no  cost  to  the  school  employee.  After 
some  discussion,  the  Society  went  on  record  as  ap- 
proving the  project. 

Dr.  Leslie  brought  up  for  discussion  a survey 
of  direct  food-handlers  on  the  island.  Dr.  Patterson 
suggested  that  discussion  be  deferred  until  a more 
definite  program  had  been  set. 

The  Treasurer,  Dr.  Loo,  reported  that  there  was 
about  $800.00  in  the  Treasury.  He  stated  that  two 
members,  Drs.  O.  K.  Tofukuji  and  H.  W.  Kurashige, 
were  more  than  one  year  in  arrears  in  dues.  It  was 
the  consensus  of  opinion  that  since  the  constitution 
and  by-laws  provided  that  such  delinquent  members 
be  dropped  from  the  roll  of  members  and  that  since 
these  members  had  been  notified  to  this  effect,  no 
action  was  indicated  at  this  time  axcept  to  conform 
with  the  by-laws. 

Dr.  Keay,  chairman  of  the  Legislative  Commit- 
tee, reported  that  the  committee  had  come  to  no 
definite  conclusion  in  respect  to  premarital  certifi- 
cation of  freedom  from  venereal  disease.  Dr.  S.  R. 
Brown,  Councillor  of  the  Territorial  Association,  re- 
ported that  at  the  last  meeting  of  the  Council  the 
Territorial  Legislative  Committee  had  made  no  def- 
inite recommendations  although  it  was  generally  ag- 
reed that:  (1)  legislation  requiring  prenatal  exami- 
nation and  serological  tests  would  be  passed;  (2) 
legislation  requiring  premarital  examination  was 
doomed  to  failure  because  of  opposition  of  powerful 
organizations.  Captain  Flinter  • reported  that  the 
Territorial  Council  of  Social  Agencies  was  recom- 
mending premarital  examination. 


Dr.  Patterson  stated  that  the  H.S.P.A.  had  re- 
cently appropriated  $2  500.00  to  conduct  a survey 
of  Weil’s  Disease;  he  believed  that  the  survey  would 
be  directed  by  Dr.  Alicata  of  the  Univ.  of  Hawaii 
with  the  cooperation  of  the  Board  of  Health.  Captain 
Flinter  stated  that  the  local  Board  of  Health  had 
recently  requisitioned  material  for  agglutination  tests 
for  that  disease. 

Dr.  Mizuire  read  the  report  of  the  recently  ap- 
pointed Library  Committee  composed  of  Dr.  Craw- 
ford, chairman.  Dr.  Mizuire  and  Dr.  Leslie.  The 
Committee  reported  that:  (1)  the  sources  of  material 
lay  chiefly  in  the  volumes  of  books  and  journals  now 
owned  by  the  Hilo  Memorial  Hospital  and  in  sub- 
scription to  other  journals  of  general  interest.  These 
could  be  supplemented  by  loans  or  donations  from 
Puumaile  Home,  private  physicians  and  the  Territori- 
al Association.  It  was  reported  that  the  latter  has 
duplicate  volumes  of  quite  a number  of  journals 
which  would  be  released  to  the  Society  if  the  latter 
so  desired.  The  Committee  felt  that  journals  were 
preferable  to  books  for  the  maintenance  of  a cur- 
rent library.  (2)  The  housing  of  the  material  would 
be  most  conveniently  cared  for  in  the  staff  room 
of  the  Hilo  Memorial  Hospital.  Book-cases  had  al- 
ready been  made  available  and  the  recorder’s  office 
of  the  hospitals  would  serve  as  librarian.  The  Com- 
mittee recommended  that  for  binding  the  past  jour- 
nals and  the  establishment  of  a library,  an  initial 
expenditure  of  $300.00  would  be  required.  Consider- 
able discussion  followed.  Dr.  Keay  moved  that  the 
Society  appropriate  $300.00  for  the  establishment  of 
a library.  Carried.  Dr.  Orenstein  suggested  that  an 
agreement  be  made  between  the  hospital  and  Society 
whereby  the  bound  volumes  were  to  become  the 
property  of  the  Society  rather  than  of  the  hospital. 

Dr.  Patterson  stated  that  he  had  written  a per- 
sonal letter  to  Mrs.  G.  Giacometti,  Supervising  Prin- 
cipal of  Central  Hawaii  Schools,  suggesting  that  , in 
view  of  a recent  increase  in  incidence  of  trichinosis  on 
the  island,  an  educational  program  stressing  thorough 
cooking  of  pork  and  garbage  should  be  instituted, 
possibly  initiating  in  the  schools  on  the  island. 
The  Society  officially  approved  this  move. 

The  Committee  on  By-Laws  reported  that  a copy 
of  the  Constitution  adopted  in  192  5 with  amend- 
ments to  date  and  one  of  the  proposed  Constitution 
had  been  mailed  to  each  member  of  the  Society. 
Dr.  M.  L.  Chang,  chairman,  stated  that  there  were 
some  deficiencies  which  had  been  overlooked,  that 
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the  changes  were  too  numerous  to  discuss.  The  phrase 
"convicted  of  felony”  was  objected  to.  After  some 
discussion.  Dr.  Phillips  moved  that  the  Committee 
be  requested  to  consult  an  attorney  regarding  the 
legal  aspects  of  the  clause  and  in  respect  to  the 
advantages  and  disadvantages  of  incorporation.  Dr. 
Orenstein  added  to  the  motion  that  the  Committee 
be  provided  with  funds.  Seconded  by  Dr.  Sexton. 
Carried.  Dr.  Orenstein  moved,  Dr.  Sexton  seconded, 
that  the  Committee  study  membership  more  tho- 
roughly, in  regard  to  admission  of  military  members, 
health  officers  and  honorary  members.  Passed. 

The  discussion  on  the  resolution  adopted  by  the 
House  of  Delegates  of  the  A.M.A.  regarding  the  re- 
pression of  prostitution  was  continued.  After  con- 
siderable discussion  into  which  Captain  Flinter  en- 
tered, it  was  moved  by  Dr.  Phillips  that  the  resolu- 
tion be  tabled  and  that  the  Territorial  Public  Health 
Commissioner  .be  notified  to  that  effect.  Seconded 
by  Dr.  Wippermann.  Passed. 


The  214th  regular  meeting  of  the  Hawaii  Coun- 
ty Medical  Society  was  called  to  order  on  March 
20,  1943,  at  the  Elk’s  Room.  The  meeting  was  the 
president’s  annual  dinner  meeting.  Twenty  members 
and  16  guests  were  present.  Among  the  guests  were 
Col.  George  Baehr,  Chief  of  the  Emergency  Medical 
Service  of  the  Office  of  Civilian  Defense  of  the 
United  States,  Dr.  H.  L.  Arnold,  Chief  of  the  com- 
parable service  in  the  Territory  and  Col.  S.  A.  White, 
Commanding  Officer  at  the  Mt.  View  Hospital. 

Dr.  Arnold  spoke  on  various  aspects  of  the  medi- 
cal defense  program.  ( 1 ) He  was  desirous  of  getting 
the  Society’s  opinion  regarding  the  advisability  of 
having  the  OCD  store  a reserve  of  liquor  for  medi- 
cinal purposes  to  be  issued  on  prescription  of  a phy- 
sician. (2)  He  stated  that  it  was  deemed  necessary 
to  close  blood  banks  operating  under  the  OCD  but 
that  a technician  would  be  available  for  blood-grbup- 
ing  projects  and  to  operate  a bank  for  peace-time 
needs.  (3)  He  commented  on  the  excellent  coopera- 
tion between  civilian  and  military  authorities  on  the 
utilization  of  facilities  and  personnel. 

Col.  Baehr  stated  that  excellent  cooperation  also 
existed  between  the  military  and  civilian  authorities 
on  the  mainland.  He  reported  that  arrangements 
have  been  completed  with  hospitals  in  the  interior 
whereby  the  latter  would  house  and  give  medical 
care  to  evacuees  of  hospitals  in  coastal  cities  in  the 
event  of  casualties  in  these  areas.  He  then  spoke 
lengthily  of  the  War  Civilian  Security  program 
which  had  recently  been  set  up  but  would  be  re- 
troactive to  December  7,  1941.  Such  program  pro- 
vided protection  for  both  volunteer  and  paid  per- 
sonnel in  all  the  branches  of  the  O.C.D.  whether  in 


line  of  duty  or  during  an  attack;  this  protection,  he 
stated,  included  among  other  things:  (1)  hospitali- 
zation, (2)  medical  care,  (3)  benefits  for  permanent 
disability,  (4)  partial  wages  during  disabled  period. 

Col.  White  corroborated  the  first  two  speakers 
on  the  cooperation  between  civilian  and  military 
medical  personnel. 

A fairly  lengthy  discussion  then  followed  on  the 
storage  of  a reserve  of  liquor  for  medicinal  purposes. 
It  was  moved  by  Dr.  Carter,  seconded  by  Dr.  Miz- 
uire,  that  the  Society  go  on  record  favoring  the  stor- 
age of  a reserve  of  liquor  by  the  O.C.D.  for  medici- 
nal purposes  to  be  issued  by  the  prescription  of  a 
physician.  Passed. 

It  was  the  consensus  of  opinion  that  the  blood 
bank  should  be  closed  except  for  operation  at  a 
minimal  pace  to  supply  civilian  peace-time  needs. 

The  matter  of  the  incarceration  of  insane  per- 
sons in  jail  was  referred  without  discussion  to  the 
Legislative  Committee. 

The  Treasurer’s  report  of  a balance  of  $1,084.94 
was  read,  accepted  and  ordered  placed  on  file.  The 
Treasurer  reported  that  Kurashige  had  paid  his  delin- 
quent dues.  It  was  generally  agreed  that  any  action 
in  regard  to  reinstatement  without  re-application 
would  conflict  with  the  by-laws. 

The  annual  election  took  place. 


The  215th  regular  meeting  of  the  Hawaii  Coun- 
ty Medical  Society  was  called  to  order  on  March  31, 
1943.  Those  present,  were:  Drs.  C.  D.  Brown,  S.  R. 
Brown,  Hata,  Keay,  Leslie,  Orenstein,  Patterson, 
Phillips,  Sexton,  Tomoguchi,  Wippermann,  Yoshina. 
Yuen  and  M.  L.  Chang. 

The  President  brought  up  for  discussion  Senate 
Bill  No.  92,  an  act  to  amend  Act  122  of  the  present 
laws.  In  essence,  the  bill  proposed  to  lower  the  quali- 
fications for  the  position  of  Territorial  Commissioner 
of  Public  Health  so  that  any  licensed  doctor  of  med- 
icine, without  training  or  experience  in  public  health 
work,  would  be  eligible.  The  president  stated  that 
he  had  received  reports  that  the  Territorial  Board 
of  Health  and  the  Territorial  Medical  Association 
had  voiced  disapproval  of  the  proposed  amendment. 

After  considerable  discussion,  it  was  moved  by 
Dr.  Keay,  seconded  by  Dr.  Phillips  that  the  Society 
be  unalterably  opposed  to  the  lowering  of  qualifica- 
tions for  the  position  of  Territorial  Commissioner  of 
Public  Health,  as  proposed  by  Senate  Bill  No.  92. 
Unanimously  passed.  Dr.  Orenstein  moved  that  the 
secretary  send  special  delivery  air-mail  letters  to  that 
effect  to  Gov.  Stainback,  Lt.  General  Emmons,  Dr. 
M.  F.  Haralson,  Secretary  of  the  Territorial  Medical 


274 


County  Society  Reports 


Association,  secretaries  of  the  three  other  county 
medical  societies,  and  to  each  and  every  member  of 
the  legislature.  Seconded  by  Dr.  Patterson  and  passed 
unanimously. 

In  respect  to  legislation  on  the  whole,  it  was 
brought  out  by  several  members  that  the  Territorial 
Medical  Association  and  its  representatives,  the  leg- 
islative Committee,  have  repeatedly  in  years  past 
failed  to  notify  this  Society  of  legislative  measures 
introduced  at  the  legislature,  have  failed  to  notify 
this  Society  of  its  attitude  and  action  in  regard  to 
legislative  measures  which  concerned  the  welfare 
of  this  society  and  medicine  in  general.  There  was 
general  emphatic  agreement  on  this  point.  Dr.  Oren- 
stein  moved,  Dr.  Phillips  seconded,  that  the  Delegates 
of  this  Society  be  instructed  at  the  next  annual 
meeting  of  the  Territorial  Medical  Association  to 
inform  that  body  that  its  Legislative  Committee  shall 
henceforth  inform  its  component  societies  of  any 
pending  legislation.  Carried  unanimously. 

Dr.  Orenstein  brought  up  for  discussion  the 
new  ruling  of  the  local  Board  of  Health  providing 
that  all  laboratory  specimens  be  sent  to  the  out-of- 
town  laboratory  rather  than  to  the  centrally  located 
main  office.  It  was  felt  that  this  was  creating  un- 
necessary inconvenience.  Dr.  Orenstein  moved  that 
the  Secretary  be  instructed  to  write  to  Capt.  Flinter 
requesting  that  the  former  method  of  sending  speci- 
mens to  the  main  office  be  reinstated.  Seconded  by 
Dr.  Yuen.  Carried. 


The  216th  regular  meeting  was  called  to  order 
at  4:15  p.m.  on  April  20,  1943,  at  the  staff  room 
of  the  Hilo  Memorial  Hospital  by  the  President,  Dr. 
L.  L.  Sexton.  Seventeen  members  and  three  guests 
were  present. 

The  minutes  of  the  last  meeting  were  read  and 
approved. 

Dr.  I.  Larsen  presented  two  interesting  case  re- 
ports of  "Blood  Dyscrasias  Occurring  During  Anti- 
leutic  Therapy.”  Discussion  by  Major  Wadsworth 
and  Major  Spitz.  The  importance  of  routine  blood 
studies  in  these  cases  was  stressed  by  all  speakers. 

Letter  was  read  announcing  the  annual  meeting 
of  the  Territorial  Medical  Association  on  May  21, 
without  scientific  session,  and  delegates  Crawford 
and  Patterson  stated  their  intention  to  attend. 

Dr.  Patterson  stated  that  several  of^the  Moun- 
tain View  Hospital  medical  personnel  desired  to  be- 
come service  members  of  the  society.  This  was  re- 
ferred to  the  By-Laws  Committee. 

The  Library  Committee  reported  that  forms  had 
been  mailed  out  to  individual  members  requesting 


information  on  medical  journals.  Dr.  Crawford, 
chairman,  reported  that  binding  of  the  journals  was 
progressing  satisfactorily. 

Dr.  Orenstein,  chief  of  the  Emergency  Medical 
Service,  reported  that  he  had  received  a favorable 
reply  from  Dr.  Arnold  to  his  suggestion  that  a nurse 
be  sent  to  Honolulu  to  be  trained  in  the  Kenny 
treatment  of  poliomyelitis,  in  view  of  the  recent 
increase  in  this  disease.  After  considerable  discussion 
it  was  voted  that  the  O.C.D.  send  a nurse  to  Hono- 
lulu and  that  the  selection  be  left  in  the  hands  of 
a committee  composed  of  Dr.  Orenstein,  the  Presi- 
dent and  the  Secretary. 

Letter  from  Dr.  Enright  was  read  in  reply  to 
the  Society’s  request  that  the  Board  of  Health  fur- 
nish pertussis  vaccine  to  private  physicians  for  use 
on  indigent  patients.  This  stated  that  "there  is  no 
objection  to  government  physicians  to  use  part  of 
their  allotment  for  the  purchase  of  pertussis  vac- 
cine” and  that  "we  do  not  recommend  the  general 
introduction  of  pertussis  immunization  by  the  Board 
of  Health.” 

Dr.  Orenstein  brought  out  the  fact  that  while 
funds  were  available  for  obstetrical  care  in  families 
of  military  personnel,  no  such  funds  were  available 
on  this  island.  Dr.  Orenstein  was  appointed  to  in- 
vestigate this  matter. 

Meeting  adjourned  at  6:15  p.m. 

M.  Lf.on  Chang,  m.  d. 

Secretary 


MAUI  COUNTY  MEDICAL  SOCIETY 

The  regular  meeting  of  the  Maui  County  Medi- 
cal Society  was  held  at  the  Wailuku  Hotel  on  April 
1 1,  1943.  (Luncheon  Meeting). 

Dr.  K.  Izumi  presided;  present  were  Drs.  Dunn, 
Osmers,  Shimokawa,  H.  Izumi,  Balfour,  McArthur, 
von  Asch,  Kanda  and  Patterson;  guests:  Colonel 
Bryant,  Major  Shupe,  Major  Wilbar,  Captain  Lam- 
berson  and  Captain  Boyer. 

The  minutes  of  the  February  7 meeting  were 
read  and  approved. 

The  minutes  of  the  Councilors’  meeting  held 
February  18  were  read  and  discussed. 

Dr.  McArthur  reported  that  the  Index  Medicus 
for  the  past  two  years  and  other  journals  received 
from  the  Honolulu  Library  had  been  placed  in  the 
Maui  County  Free  Library  and  were  available  for 
general  use. 

The  act  passed  by  the  Legislature  concerning 
the  reorganization  of  the  Board  of  Health  was  dis- 
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cussed.  It  was  voted  that  the  society  go  on  record 
as  opposed  to  lowering  the  qualifications  of  the 
Territorial  Commissioner  of  Public  Health  and  the 
secretary  was  instructed  to  notify  the  Legislative 
Committee  of  the  Territorial  Association  of  this 
action. 

Letter  was  read  from  the  Board  of  Health  re- 
garding medical  inspection  and  certification  of  pros- 
titutes. As  there  are  no  prostitutes  on  Maui  operat- 
ing as  such,  no  action  was  taken. 

Dr.  Dunn  proposed  that  in  recognition  of  more 
than  30  years  of  service,  the  society  make  Dr.  F.  A. 
St.  Sure,  Sr.  an  honorary  member.  Carried  unani- 
mously. Dr.  St.  Sure  began  practice  in  the  territory 
in  1904  and  has  now  retired  from  active  practice. 

Since  the  start  of  the  war  the  activities  of  the 
society  have  been  limited  to  the  society’s  business 
and  to  helping  the  medical  organization  of  civilian 
defense.  At  our  last  meeting  it  was  decided  to  call 
upon  some  of  the  excellent  talent  among  the  Army 
Specialists  as  guest  speakers.  Dr.  McArthur  was  asked 
to  arrange  a program.  Colonel  Bryant  and  his  staff 
of  the  22nd  Station  Hospital  prepared  an  excellent 
program  including  a lecture  by  Colonel  Bryant  and 
four  clinical  cases,  as  follows:  laceration  wounds; 
perforating  wound  with  wounds  of  entrance  and 
exist,  and  penetrating  or  lodging  wounds  in  which 
the  bullet  remains  buried  in  the  tissue,  were  dis- 
cussed; their  first  aid  treatment,  hospital  care  and 
surgery. 

W.  B.  Patterson,  m.d. 

Secretary 


HONOLULU  COUNTY  MEDICAL  SOCIETY 

A summary  of  activities  of  the  Board  of  Gov- 
ernors and  membership  meetings  from  January  8 
through  May  7,  excluding  the  annual  meeting,  which 
is  reported  separately. 

Response  from  the  membership  to  the  U.  S. 
Life  Insurance  Company  group  insurance  plan  for 
doctors  was  35  (16%)  not  interested;  100  (60%) 
no  reply;  6 5 (32%)  interested.  The  list  of  interest- 
ed doctors  was  turned  over  to  the  insurance  agent 
to  work  up  the  75  per  cent  participation  required 
by  the  insurance  company. 

The  problem  of  providing  care  for  elderly  peo- 
ple whom  the  hospitals  cannot  accomodate  was 
discussed.  Dr.  Lee  reported  that  this  matter  had 
been  under  discussion  by  the  Board  of  Health  and 
other  agencies  and  was  tabled  until  after  the  war. 
Dr.  Benyas  was  appointed  chairman  of  a committee 
to  study  this  problem,  and  the  committee  subse- 


quently circulated  a questionnaire  to  the  member- 
ship, the  results  of  which  are  being  studied. 

The  Board  of  Health  proposed  that  the  medical 
society  adopt  a resolution  in  regard  to  prostitution, 
stating:  "Since  the  records  of  this  office  indicate 
that  the  professional  prostitute  is  the  source  of  about 
75  per  cent  of  venereal  disease  infections  occuring 
in  the  Territory,  which  constitutes  a serious  prob- 
lem for  the  armed  forces  and  the  civilian  popula- 
tion, any  method  whereby  the  incidence  of  venereal 
diseases  may  be  lessened  obviously  will  be  a con- 
tribution to  the  war  effort  ...  It  it  believed  that 
the  adoption  of  a resolution  similar  to  the  one  which 
is  included  by  the  several  local  medical  societies 
would  be  of  assistance  to  the  Board  of  Health  in 
controlling  venereal  diseases  in  the  Territory: 

WHEREAS,  published,  reports  indicate  an  increas- 
ing prevalence  of  venereal  disease  in  the  armed 
forces  and  defense  workers  of  this  nation; 

‘WHEREAS,  commercialized  prostitution  constitutes 
an  outstanding  factor  in  the  dissemination  of  these 
diseases  and  requires  an  intensified  campaign  against 
their  elimination;  therefore  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the 
American  Medical  Association  takes  the  following 
stand:  (1)  that  the  control  of  venereal  disease  re- 
quires elimination  of  commercialized  prostitution; 

(2)  that  medical  inspection  of  prostitutes  is  un- 
trustworthy and  inefficient,  gives  a false  sense  of 
security  and  fails  to  prevent  the  spread  of  infec- 
tion, and  (3)  that  prostitution  is  unlawful,  and  phy- 
sicians who  knowingly  examine  prostitutes  for  the 
purpose  of  providing  them  with  medical  certificates 
to  be  used  in  soliciting  are  participating  in  an 
illegal  activity  and  are  violating  the  principles  of 
accepted  professional  ethics. 

The  Board  of  Governors  felt  that  until  the 
military  authorities  present  a clear-cut  attitude  on 
the  question  of  prostitution,  it  was  no  the  business 
of  the  medical  society  to  take  any  action. 

Dr.  Walker  reported  for  the  Library  Committee 
that  although  there  is  a theoretical  balance  avail- 
able to  the  committee,  actually  the  County  Society 
would  go  into  the  red  if  that  balance  were  spent. 
The  $1,500  yearly  appropriation  for  library  pur- 
poses is  considered  insufficient  and  the  committee 
asks  that  for  next  year  this  be  increased.  To  meet 
this,  it  was  suggested  that  the  dues  be  increased.  The 
suggestion  that  the  Committee  try  to  raise  funds 
in  the  community  was  not  favored.  A motion  to 
increase  the  dues  $10.  was  tabled  and  it  was  felt 
that  such  a recommendation  be  considered  after 
the  Society’s  books  are  closed  for  the  year  and  a 
budget  for  the  Library  drawn  up. 

On  receipt  of  a communication  from  Dr.  Ar- 
nold Sr.  of  the  OCD  regarding  the  effects  upon 
hospitals,  medical  and  nursing  professions  of  the  res- 
toration of  civil  functions,  a special  committee  of 
the  Society  called  upon  the  Governor. 

Dr.  Arnold  Sr.  proposed  to  make  available  a 
certain  quantity  of  liquor  against  prescription  by 
physicians.  In  view  of  previous  unpleasantnesses  in 
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the  prescription  of  liquor,  it  was  decided  to  advise 
Dr.  Arnold  that  the  physicians  did  not  wish  per- 
mission to  prescribe  liquor  but  proposed  that  ma- 
chinery be  set  up  so  that  small  quantities  will  be 
available  for  individual  patients  upon  the  personal 
request  of  physicians. 

Letter  received  from  General  Emmons,  dated 
February  7,  1943,  commending  the  Society  for  its 
work  on  the  December  7 was  ordered  photographed 
and  framed. 

At  the  May  7 meeting  Dr.  Arnold  Sr.  presented 
an  agenda  for  discussion  which  was  acted  upon  as 
follows: 

“Malpractice  in.  ..uce  for  Army  medical 
officers  on  duty  in  civilian  hospitals.  The 
Board  agreed  that  these  officers  be  recog- 
nized to  obtain  malpractice  insurance  on  the 
same  basis  as  civilian  physicians,  upon  be- 
coming members  of  the  Society.  The  ser- 
vice membership  of  $5.00  per  year  would 
make  them  qualify. 

“The  Board  was  of  the  opinion  that  surgical 
practice  in  O.C.D.  hospitals  should  be  limited 
to  those  men  authorized  by  the  American 
Hospital  Association. 

“The  Board  felt  that  the  Poliomyelitis  Hos- 
pital should  be  operated  by  a closed  staff 
for  the  present,  and  that  this  staff  should 
receive  remuneration  for  the  care  of  indi- 
gent patients. 

“The  matter  of  discontinuing  the  use  of  pri- 
vate duty  nurses  except  upon  decision  of 
the  hospital  nursing  staff  and  a board  of 
physicians  was  tabled  for  further  study. 

“The  Board  was  in  accord  with  the  sug- 
gestion that  physicians  use  the  less  bulky 
drugs  wherever  possible. 

“The  Board  will  petition  the  Governor  to 
persuade  the  War  Department  to  permit  the 
retention  of  Army  doctors  now  serving  as 
residents  at  St.  Francis,  Leahi  and  Kapio- 
lani  Hospitals.” 

Senate  Bill  No.  15  9,  relating  to  the  Department 
of  Public  Welfare,  extending  benefits  to  the 
furnishing  of  medical  care,  hospitalization,  etc.,  was 
discussed,  and  it  was  decided  to  ask  the  Governor  to 
allow  representation  of  the  medical  society  in  ad- 
visory capacity  in  the  drawing  up  of  procedures 
for  the  execution  of  this  bill.  Drs.  Mossman,  Winter 
and  Smith  were  appointed  a committee  to  attend 
to  this. 

The  Society  received  a Resolution  from  the  Sen- 
ate proclaiming  and  recording  the  outstanding  ser- 
vice by  the  Honolulu  County  Medical  Society  and 
the  physicians  and  surgeons  volunteering  for  service 
on  December  7th,  1941  in  the  care  of  the  wounded 
of  the  armed  forces. 


On  April  22,  1943,  the  members  of  the  society 
were  guests  of  Captain  McMullin  and  his  medical 
officers  at  the  U.  S.  Naval  Hospital,  Aiea  Heights. 
A tour  of  the  hospital  was  made  at  3:00  p.m.  and 
a buffet  supper  served.  Papers  were  presented  as 
follows: 

Cysts  and  Fistulae  of  the  Neck 

Lt.  Comdr.  Frank  H.  Wanamaker 

Wood  Alcohol  Poisoning 

Lt.  Comdr.  Walter  L.  Voegtlin 

Experimental  Immersion  Blast  Injuries 
Lt.  Morris  T.  Friedell 

The  Role  of  Intramuscular  Pressure  in  Shock 
Lt.  Comdr.  Lewis  Gunther 

O 


ANNUAL  MEETING 

The  annual  meeting  of  the  Honolulu  County 
Medical  Society  was  held  on  Friday,  April  2,  1943, 
at  8:00  p.m.  in  the  Mabel  Smyth  Auditorium 
following  a buffet  supper  given  by  the  outgoing 
President,  Dr.  Fred  K.  Lam.  Sixty-three  members 
were  present.  Reports  of  officers  and  committees 
were  heard. 

The  following  were  elected  to  office: 


President : 
Vice-President: 
Corrcs.  Secretary. 
Recording  Secretary: 
Treasurer: 

Board  of  Governors: 


Alternates 

Board  of  Governors: 


Board  of  Censors: 

Committee  on  Forms 
Medical  Practice: 

Delegates  to  Hawaii 
Terr.  Med.  Ass’n.: 


Alternates  for 
Delegates: 


Hawaii  Med.  Service 
Association: 


N.  M.  Benyas 
H.  H.  Walker 
F.  J.  Halford 
R.  L.  Hill 
H.  E.  Bowles 

R.  O.  Brown 
Richard  Lee 
William  Winter 

Jesse  Smith 
Harry  L.  Arnold,  Jr. 
H.  M.  Johnson 

V.  E.  M.  Osorio 

Fred  K.  Lam 

A.  G.  Schnack 
Arthur  Davis 
Maurice  Gordon 
Edmund  Ing 
Frank  Spencer 

H.  S.  Dickson 
P.  S.  Irwin 
William  Wynn 
D.  C.  Marshall 
James  Kuninobu 
H.  Q.  Pang 

F.  J.  Pinkerton 
L.  G.  Phillips 
Richard  Sia 
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The  Secretary  reported  a total  of  all  classes  of 
membership  as  249.  Of  these,  16  are  honorary  mem- 
bers, 14  service  members  and  19  are  members  in 
full-time  military  service. 

Workmen’s  Com  pen  sat  ion  Committee  (Dr.  Pin- 
kerton, Chairman)  reported  eight  meetings  through- 
out the  year,  several  of  them  with  insurance  rep- 
resentatives to  promote  a wider  choice  of  physicians 
in  the  expanding  industrial  case  loads,  and  to  discuss 
alterations,  amendments  and  amplification  of  the 
Workmen’s  Compensation  Fee  Schedule.  The  insur- 
ance men  were  willing  to  entertain  the  society’s 
proposals  for  change,  and  the  committee  has  done 
considerable  work  on  this  revision  since.  Physicians 
in  the  specialties  were  invited  to  submit  suggestions 
for  revision;  these  have  been  assembled  and  co- 
ordinated and  are  awaiting  final  review  by  the  com- 
mittee. In  general  the  changes  being  considered  con- 
stitute: (1)  amplification  and  a more  comprehen- 
sive itemization  to  include  listings  not  now  included; 
definitions  and  listings  of  new  procedures  that  have 
come  by  practice  to  be  considered  industrial  acci- 
dent items;  (2)  A definite  increase  in  certain  items 
due  to  increased  medical  salaries,  care,  rent,  drugs 
and  general  expenses;  and  (3)  a definite  reduction 
for  certain  fees  which  in  the  past  have  been  too 
high. 

A sub-committee  heard  several  controversial 
cases  between  doctors  and  insurance  companies  and 
rendered  reports  promptly  with  apparent  satisfaction 
to  all  parties  concerned. 

In  June,  meetings  were  held  with  Hawaiian 
Constructors-U.S.  Engineers  in  an  effort  to  arrange 
an  agreeable  medical  care  fee  schedule  for  their  con- 
tract employees.  It  seemed  our  efforts  to  bring  these 
employees  under  the  H.M.S.A.  plan  were  about  to 
materialize,  but  a change  of  authority  took  place 
and  these  employees  were  put  under  military  medical 
care. 

Resolutions  Committee  (Dr.  Batten,  Chairman) 
reported  two  resolutions  adopted  recording  the  death 
of  Dr.  Charles  R.  McLean  and  Dr.  Harry  T.  Holl- 
man. 

Committee  on  Forms  of  Medical  Practice  (Dr. 
Doolittle,  Chairman)  reported  one  meeting  during 
the  year  to  consider  the  current  local  practice  of 
examination  and  treatment  of  firemen.  No  com- 
plaints of  irregular  contract  practice  were  brought 
to  the  committee.  Members  of  the  committee  par- 
ticipated actively  in  the  consideration  for  revision 
of  the  Workmen’s  Compensation  Fee  Schedule  and 
in  efforts  to  benefit  the  health  of  war  workers  in 
Hawaii.  The  committee  closed  its  report  with  a 
note  of  caution:  "It  is  suggested  that  all  members 


of  the  local  Society  interest  themselves  in  the  pro- 
grams of  so-called  socialized  medicine.  Great  Britain 
is  laying  plans  for  spread  of  government  controlled 
sickness  insurance  which  may  have  far-reaching  ef- 
fects in  that  country  and  in  ours.  Labor  organiza- 
tions in  our  own  country  and  many  high-ranking 
government  officials  are  planning  spread  of  a sim- 
ilar program  in  our  country.  We  should  be  'in  the 
know’  and  probably  our  best  protection  against  ob- 
jectionable programs  is  to  lend  a sympathetic  ear 
and  to  attempt  to  guide  such  effort  in  its  inception 
and  growth.  The  Medical  Service  Association  is  a 
partial  answer  to  this  problem.  Work  of  that  Asso- 
ciation should  be  better  understood  by  all  members 
of  the  society.  Your  full  cooperation  in  the  organi- 
zation’s program  is  urged.” 

The  Reception  Committee  (Dr.  Dougan,  Chair- 
man) reported  as  follows: 

“No  formal  meeting  of  the  Reception  Com- 
mittee was  held  during  the  year  owing  to 
the  exgencies  of  war.  Individual  members 
have,  with  the  hearty  assistance  of  the  other 
members,  endeavored  to  work  and  otherwise 
see  that  visiting  physicians,  particularly 
those  in  the  service  became  acquainted  with 
local  doctors  in  the  same  specialties  or  with 
common  interests. 

“The  practice  of  introducing  new  physicians 
at  the  medical  meetings  has  received  fav- 
orable comment. 

“The  committee  feels  however  that  much 
more  may  be  done  by  way  of  increasing  at- 
tendance and  membership  as  the  restrictions 
imposed  by  the  necessities  of  war  are  re- 
moved.” 

The  Medical  Milk  Commission  (Dr.  Winter , 
Chairman)  reported  as  follows: 

“During  the  year  there  were  nine  regular 
meetings  and  three  special  meetings. 

“Early  in  the  year  it  was  realized  that  be- 
cause of  an  ever-increasing  labor  shortage 
as  a result  of  the  war,  the  production  of 
Certified  milk,  in  Honolulu,  and  for  that 
matter  all  fresh  milk,  might  come  to  an  end. 
This  possibility  was  brought  to  the  atten- 
tion of  the  Military  Governor,  and  represen- 
tation from  the  Milk  Commission,  as  well  as 
those  from  other  sources,  were  instrumental 
at  least  in  part  in  bringing  about  a “freeze” 
of  labor  in  the  dairy  industry.  Labor  was 
frozen  in  a general  way  to  the  industry 
and  not  in  a specific  manner  to  the  indivi- 
dual dairies  themselves,  with  the  result  that 
a man  might  leave  any  dairy  at  will,  but  he 
could  not  leave  the  milk-producing  industry 
at  large  and  seek  occupation  in  some  other 
field.  This  has  probably  helped  to  maintain 
the  supply  of  fresh  milk  in  the  city — which 
supply  is  already  many  times  smaller  than 
the  evergrowing  demand. 
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"Salaries  for  the  entire  paid  staff  were 
raised  substantially  during  the  year  and  one 
new  paid  worker  was  added  to  the  staff.  The 
general  cost  of  operating  the  Commission’s 
laboratory  rose  appreciably.  In  the  face  of 
this  it  was  necessary  to  increase  the  basic 
monthly  assessment  to  the  certified  dairies 
fifty  percent  on  the  first  hundred  cows. 

"The  maintenance  of  standards  was  difficult 
throughout  the  year  and  the  Commission  has 
been  somewhat  liberal  with  the  dairies  in 
this  respect,  bearing  in  mind  always  the  dif- 
ficulties under  which  they  are  now  operat- 
ing. During  the  year  a sincere  effort  was 
made  by  all  concerned  to  maintain  the  stan- 
dard of  certified  milk,  but  this  high  aim 
under  present  conditions  is  not  always  pos- 
sible. 

"Because  of  this  the  Milk  Commission  has 
been  generous  but  in  this  respect  it  can  not 
afford  to  be  generous  to  a fault.  After  due 
consideration  and  general  discussion  it  is 
the  unanimous  opinion  of  the  Commission 
that  for  the  duration  of  the  war  all  milk 
produced  within  the  City  and  County  of 
Honolulu  should  be  pasteurized. 

“If,  as  a general  precauionary  safeguard,  it 
was  thought  wise  to  protect  the  city’s  water 
supply  by  chlorinating  it,  is  it  not  equally 
logical  to  protect  the  milk  supply  of  the 
city  by  pasteurizing  it?  The  Commission  be- 
lieves that  it  is,  and  makes  this  recommen- 
daton  to  the  Honolulu  County  Medical  So- 
ciety, leaving  to  the  parent  body  whatever 
action  it  may  deem  advisable.” 

The  Preparedness  Committee's  report  (Dr.  Ar- 
nold, Chairman)  is  omitted  here  and  appears  instead 
in  the  Emergency  Medical  Service  section  of  this 
issue  since  it  is  of  such  general  interest  also  to  the 
members  on  the  outside  islands. 

The  War  Workers  Committee,  a special  commit- 
tee appointed  late  in  the  year,  headed  by  Dr.  With- 
ington,  to  deal  with  the  problems  which  have  arisen 
concerning  the  health  and  medical  services  for  de- 
fense workers,  had  one  very  satisfactory  meeting  with 
representatives  of  the  Army  and  Navy,  and  it  is  ex- 
pected that  this  work  will  be  carried  on. 

The  Library  Committee  (Dr.  Walker,  Chairman) 
reported: 

During  the  year  four  meetings  of  the  Li- 
brary Committee  were  held  at  which  times 


routine  operational  matters  were  reviewed, 
minor  changes  in  policy  adopted,  new  book 
and  journal  acquisition  studied  and  author- 
ized, and  discussions  held  relative  to  future 
plans  for  the  growth  of  the  Library. 

A great  many  hours  of  work  have  been  de- 
voted by  Mrs.  Bolles  and  her  assistant  to 
the  multitude  of  details  necessary  to  pro- 
mote the  organization,  operation  and  growth 
of  our  library.  The  expert  services  of  Mrs. 
William  Shanahan  in  a consulting  capacity 
have  been  of  inestimable  value  in  establish- 
ing and  developing  the  present  system  of 
index  and  classification,  and  otherwise  in 
advising  on  technical  matters.  The  Society 
is  deeply  indebted  to  these  individuals  for 
their  unflagging  efforts  in  building  the  li- 
brary to  what  it  is  today. 

Our  outstanding  acquisition  of  the  year  was 
the  major  portion  of  the  library  of  the  Kalihi 
Receiving  Station  which,  thanks  to  the  kind 
offices  of  Dr.  Linson,  was  obtained  on  an 
extended  loan  basis.  This  collection,  consist- 
ing largely  of  bound  volumes  of  numerous 
journals  extending  back  over  many  years, 
greatly  enhances  the  value  of  our  reference 
library. 

Operating  expenditures  for  the  year  will  to- 
tal approximately  $1,850,  of  which  $350  is 
allotted  for  new  book  purchases  authorized 
but  not  as  yet  acquired. 

Attached  is  the  budget  for  the  ensuing  year, 
as  approved  by  the  Committee  and  recom- 
mended for  adoption.  The  total  budget  calls 
for  $2,786,  of  which  $986  is  for  current  over- 
head expenses,  and  $1,800  for  proposed  ad- 
ditional expenditures,  including  the  purchase 
of  new  books  and  journals  ($600),  book- 
binding ($800),  fees  for  consultant  librar- 
ian service  ($200),  and  miscellaneous  sup- 
plies and  equipment  ($200). 

In  submitting  this  budget,  which  exceeds 
previous  yearly  expenditures,  it  is  the  desire 
of  the  Committee  to  bring  to  the  attention 
of  the  Society  that  the  library  cannot  con- 
tinue to  function  effectively  on  the  budget 
hitherto  allotted,  and  that  the  proposed  bud- 
get represents  a most  modest  expenditure 
for  the  privilege  of  possessing  an  adequate 
medical  reference  library  in  Hawaii. 


The  membership  approved 
for  this  committee. 


a budget  of  $3,000 

N.  M.  Benyys,  m.d. 
Secretary 
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1.  That  the  food  value  of  Bread  must  and  will  be  maintained.  By  Bread 
we  mean  breadstuffs — bread,  cake,  pie,  baked  foods  of  all  kinds. 

2.  That  in  universal  compliance  with  the  request  of  the  U.  S.  Office  of 
Defense  Health  and  Welfare  Services  and  the  National  Research 
Council,  all  Love’s  Bread  shall  be  “enriched”  with  vitamins  and  iron. 

3.  That  the  responsibility  of  Bread  as  the  foundation  of  the  diet  is  fully 
recognized  and  that  Love’s  Bread  for  the  people  and  for  the  armed 
forces  in  Hawaii  shall  continue  to  preserve  and  enhance  its  goodness 
and  nutritive  values. 

4.  That  despite  shortages  of  manpower,  problems  of  supplies  and  other 
war  time  difficulties,  no  shortage,  handicap  or  obstacle  shall  distract 
from  the  fundamental  resolve  to  keep  the  Home  Front  adequately 
supplied  with  Bread.  Because  of  Love’s  increased  volume,  prewar 
Bread  prices  still  prevail  and  will  be  maintained  as  long  as  possible. 


Bbonr  & BR&AD  GO,!XD. 

Master  Bakers ~ 
in  Hawaii  since! 8^1 


Some  men 
are  so  clever! 

Take  my  boss  for  instance  . . . 

Yesterday,  I overheard  him  talking  to  another  doctor 
infant  feeding 


about 


"Jim,”  he  said,  "I’ll  tell  you  why  you  never  have  any  time 
to  spare.  You  get  yourself  tied  up  with  a lot  of  unnecessary 
work. 


"You  believe  in  prescribing  plain  cow's  milk  modified. 
Haven't  you  found  out  that  S-M-A*  will  save  you  a lot  of 
unnecessary  questions?  Cut  out  a lot  of  bothersome 
arithmetic? 


"Heaven  knows,  we’re  busy  enough  as  it  is.  I’ll  bet  you  a 
couple  of  tickets  for  the  big  game  that  with  S-M-A  on 
the  job — your  patients  won’t  have  to  telephone  you  so 
often  to  ask  about  their  baby’s  formula.” 

★ ★ ★ 


Well,  you  can  see  why  I think  my  boss  is  so  clever. 

Why  don’t  you  try  S-M-A  in  your  own  practice,  doctor? 
See  if  you  don’t  like  it  better 


With  the  exception  of  Vitamin  C 
. . . S-M-A  is  nutritionally  complete. 
Vitamins  Bp  D and  A are  included 
in  adequate  proportion  . . . ready  to 
feed.  Their  presence  in  S-M-A  pre- 
vents the  development  of  subchnical 
vitamin  deficiencies  . . . because  the 
infant  gets  all  the  necessary  vitamins 
right  from  the  start. 


S-M-A  has  still  another  highly  im- 
portant advantage  not  found  in  other 
modified  milk  formulas.  It  contains 
a special  fat  that  resembles  breast 
itailk  fat  . . . resembles  it  chemically 
and  physically — according  to  im- 
partial laboratory  tests.  S-M-A  fat  is 
more  readily  digested  and  tolerated 
by  most  infants  than  cow's  milk  fat. 


The  infant  food  that  is 
nutritionally  complete 

*REG.  II.  S.  PAT.  OFF. 


S.  M.  A.  Corporation 
8100  McCormick  Boulevard 
Chicago.  Illinois 


S-M-A,  a trade -mark  of  S.M.A.  Corporation,  for  its  brand  of  food 
especially  prepared  for  infant  feeding — derived  from  tuberculin- 
tested  cow  s milk,  the  fat  of  which  is  replaced  by  animal  and  veg- 
etable fats,  including  biologically  tested  cod  liver  oil;  with  the  addi- 


tion of  milk  sugar  and  potassium  chloride,  altogether  forming  an 
antirachitic  food.  When  diluted  according  to  directions,  it  is  essen- 
tially similar  to  human  milk  in  percentages  of  protein,  fat.  carbohydrate 
and  ash.  in  chemical  constants  of  the  fat  and  physical  properties. 


SENSITIVE  SKINS 


ALLERGIC 

CASES 


DERMATITIS 

CASES 


Cosmetics  may  be  a causative  or  contributory  factor  m aller  gic  disor- 
ders. Wby  not  give  your  patients  tbe  advantages  of  Marcelle  bypo-allergenic 
Cosmetics?  Known  irritants  bave  been  removed  or  reduced  to  tenable 
minimums. 

As  a routine  precaution,  safeguard  your  treatment  regimen  by  pre- 
scribing Marcelle  bypo-allergenic  Cosmetics,  wbicb  bave  proved  acceptable 
in  actual  usage  for  most  types  of  sbm. 


* 

DISTRIBUTED 

BY 

HOLLISTER  DRUG  CO. 

1056  Fort  Street 
Honolulu,  H awaii 

MARCELLE  hypo-allergenic  COSMETICS 

1741  N.  WESTERN  AVENUE,  CHICAGO,  ILL.,  U.  S.  A. 


★ 

X-RAY 

DARKROOM  ACCESSORIES 
FILM  AND  CHEMICALS 


and  Reficu/i 

S&uuce  jut  X-RAY  £<frulp*Hent . . . 


★ 

LARGE  STOCK  OF  SURGICAL  INSTRUMENTS 


KODAK  HAWAII,  Limited 


When  infections  persist,  careful  study  for  symptoms  of  adrenal  cortical 
insufficiency  should  be  undertaken.  The  patient  may  show  unusual 
asthenia  and  pronounced  hypotension,  in  addition  to  low  resist- 
ance to  exposure  and  strain.  ADRENAL  CORTEX  EXTRACT  (UPJOHN) 
is  a potent  specific  therapy  now  available  for  increasing  resistance, 
muscle  tone  and  capacity  for  work  in  adrenal  cortical  insufficiency. 


Adrenal  Cortex  Extract  (Upjohn) 

Sterile  solution  in  10  cc.  rubber-capped  vials  tor  sub- 
cutaneous, intramuscular  and  intravenous  therapy 


Upjohn 


ANOTHER  WAY  TO  SAVE  LIVES 


BUY  WAR  BONDS  FOR  VICTORY 


If  you  think  Petrogalar  is  just  an  ordinary 
mineral  oil  . . . this  message  will  interest 
you. 

An  aqueous  suspension  of  mineral  oil, 
Petrogalar  is  more  than  a laxative.  It  adds 
unabsorbable  fluid  in  the  colon.  Brings 
about  comfortable  elimination  with  no 
straining  . . . no  discomfort.  Furthermore, 
Petrogalar  supplies  moisture  . . . retains 
moisture  . . . counteracts  excessive  de- 
hydration. 


Miscibility  and  even  dissemination  are 
assured  by  the  fine  division  of  suspended 
oil  globules. 

Petrogalar  may  be  thinned  with  water, 
milk  or  fruit  juices. 

Five  types  offer  a choice  in  treating  a wide 
range  of  conditions. 

Try  Petrogalar  on  your  next  group  of 
patients. 

*Reg.  U.  S.  Pat.  Oft  Petrogalar  is  an  aqueous 
suspension  of  pure  mineral  oil.  Each  100  cc.  of 
which  contains  65  cc.  pure  mineral  oil  suspended 
in  a flavored  aqueous  gel. 


Supplied  in  5 Types 


Petrogalar 

Promotes  “Habit-Time”  of  Bowel  Movement 


Petrogalar  Laboratories.  Inc. 
Chicago,  Illinois 


li  'De  xtri-M  altose 

pr  WITH  YEAST  EXTRACT  and  IRON 

L now  measures  4 (instead  of  6) 

^ level  tablespoonfuls  to  the  ounce 

is  packed  16  oz.  (instead  of  12)  per  tin 


iron 


each  ounce  supplies  .3  mg.  thiamine 


each  ounce  supplies 
.1  mg.  riboflavin 


During  the  baby's  first 
six  months,  this  product 
alone  supplies  to  the  milk 
formula  more  iron  than 
the  infant  requires 


MEAD'S 

DeXTR|.  maltose 


} Pf°duct  consisting  of  mallos 
dextrms,  resulting  h°m 
€n*ymiC  action  of  barley  malt  on 
corn  flour 
WfTH 

EXTRACT  AND  'R 


more  thiamine  than  the 
average  infant  requires. 


Dextri- Maltose  With  Yeast 
Extract  and  Iron  is  sup- 
plied now  in  1-lb.  and 
^ 5-lb.  cans. 


SptClA LIY  PPCPARCO 
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JOHNSON  & c° 

Evansville,  ino  u** 


MEAD  JOHNSON  & CO. 

EVANSVILLE,  IND.,  U.S.A 
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DENGUE  FEVER 

J.  R.  ENRIGHT 
F.  D.  NANCE 
L.  C.  BECK 


BUBONIC  PLAGUE 

C.  L.  CARTER 


INDEX  TO  VOLUME  2 


CIVILIAN  HOSPITAL  NEEDS 


A crystalline  com- 
pound of  silver  in 
definite  chemical 
combination  with 
picric  acid  (trini- 
tro-phenol). 


A yellow  dye  with 
strong  affinities 
for  tissue  upon 
contact. 


A source  of  silver 
ions  effective  in 
con  ce  ntrations 
which,  being  lim- 
ited by  a low  solu- 
bility (1%),  avoid 
caustic  '’'■•ton. 


This  simple  treatment  satisfactorily  clears  up  the  large 
majority  of  cases:  Two  insufflations,  a week  apart,  using 
Compound  Silver  Picrate  Powder . . . 

. . . Supplemented  by  home  treatment  with 
twelve  Silver  Picrate  Vaginal  Suppositories 
(one  every  night  for  six  nights  following 
each  insufflation). 


JOHN  WYETH  & BROTHER,  INCORPORATED.  PHILADELPHIA.  PA. 


With  increased  smoking 

YOUR  ADVICE  TO  SMOKERS 

is  increasingly  important 


In  judging  the  irritant  properties  of  cigarette  smoke,  it  is 
good  practice  to  consider  the  research  conducted.  In 
judging  research,  you  no  doubt  consider  its  source *. 

Philip  Morris  claims  of  superiority  are  based  not  on 
anonymous  studies,  but  on  research  conducted  only  by 
competent  and  reliable  authorities,  research  reported  by 
leading  journals  in  the  medical  field. 

Clinical  as  well  as  laboratory  tests  have  shown  Philip 
Morris  to  be  definitely  and  measurably  less  irritating  to 
the  sensitive  tissues  of  the  nose  and  throat.  May  we  send 
you  reprints  of  the  studies? 


Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


* Laryngoscope,  Feb.  1935,  V ol.  XLV , No.  2,  149-154,  Laryngoscope,  Jan.  1937,  V ol.  XLVIl,  No.  1,  58-60. 
Proc.  Soc.  Exp.  Biol,  and  Med.,  1934,  32,  241.  N.  Y.  State  Journ.  Med.,  Vol.35,  6-1-35,  No.  11,  590-592 
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STANT  ALERT! 


Calm,  steady  nerves  and  all-around  good  health  are 
essential  during  times  such  as  we  are  living  through 
today.  Regular  daily  intake  of  the  Vitamin  B Com- 
plex as  a dietary  supplement  will  help  maintain 
the  full  integrity  of  nerve  tissues.  • GALEN  ”B”* 
is  an  entirely  natural  concentrate  derived  from  rice 
bran.  It  supplies  the  entire  Vitamin  B 
Complex  in  essentially  the  same  pro- 
portions in  which  it  is  removed  from 
our  diet  as  the  result  of  the  milling 
of  cereals.  Galen  "B”  is  thus  ideally 
balanced  as  a supplement  to  the  aver- 
age diet.  Designed  for  regular  every 
day  use,  not  only  as  a medicine, 
but  as  an  essential  food  adjunct. 
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Trade  Mark — Copyright  1943,  Galen  Company 
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While  abbreviations  may  save  time,  physi- 
cians who  say  "an  ampoule  of  Pit"  are 
never  sure  of  getting  PITUITRIN*.  When 
PITUITRIN  is  specified. by  its  full  name  med- 
ical men  receive  the  original  preparation 
of  its  kind,  first  offered  to  the  profession  by 
Parke,  Davis  & Company  in  1909. 

PITUITRIN  contains  an  unusually  low  per- 
centage of  inert  or  irritating  matter  and  will 
not  deteriorate  over  long  periods  of  time. 
Since  an  excess  of  acid  is  not  required  as  a 
preservative,  injection  is  practically  painless. 

Clinical  results,  based  on  millions  of  injec- 
tions, have  made  PITUITRIN  (brand  of  pos- 
terior pituitary  injection  — U.S.P.)  specific 
for  all  prepartum  and  postpartum  uses. 


TRADE-MARK  REG.  U.  S.  PAT.  OFF. 


PITUITRIN 


PARKE,  DAVIS  t COMPANY 


DETROIT  • MICHIGAN 


Butesin 

RtQ.  U.  S.  PAT.  OFF. 

Picrate* 
Ointment 

i 

with  Metaphen + 


r[oDAY,  when  housewives,  ex-salesmen,  and  white- 
collar  workers  are  gallantly  bringing  their  willing  but 
untrained  hands  into  war  industries,  the  accident  rate 
is  high.  Among  the  emergency  cases  which  you  will  probably 
be  called  upon  to  treat  will  be  many  which  involve 
minor  burns.  For  this  purpose,  Butesin  Picrate  Ointment 
with  Metaphen  offers  definite  advantages.  It  is  always 
ready  for  instant  application  to  the  burned  area,  where  its 
soothing  action  relieves  the  intense  pain  quickly • The 
ointment  acts  also  as  an  antiseptic  dressing  which  aids 
in  protecting  the  denuded  surface  from  infection.  The  Butesin 
Picrate  in  the  ointment  possesses  anesthetic  and  analgesic 
properties,  while  the  Metaphen  in  1:5000  strength  provides 
a definite  antiseptic  effect.  Butesin  Picrate  Ointment  with 
Metaphen  is  obtainable  through  your  prescription  pharmacy  in 
1-ounce  and  2-ounce  tubes,  and  in  1 -pound  and  5-pound  jars. 
Abbott  Laboratories,  North  Chicago,  Illinois. 


• [di-(n-butyl-p-ominobenioote)-trinitrophenol,  Abbott]  / 

f (4-nitro-anSydro-hydroxy-mercury-orthocresol,  Abbott)  / 
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A PEACE-TIME  NECESSITY  ADAPTED 

WAR 


TO 


EMERGENCIES... 


‘Lyovac’  Norma!  Human  Plasma  is 
always  available  because  it’s  stable, 
portable,  and  practical 

Shock,  resulting  from  loss  of  blood  volume , usually 
constitutes  the  immediate  threat  to  life  in  victims  of 
severe  bums,  iractures,  concussion,  and  other  forms 
of  trauma. 

Transfusion  of  plasma  is  specifically  indicated  in 
such  emergencies  because  the  powerful  osmotic  effect 
of  plasma  proteins  prevents  further  diffusion  of  fluid 
from  the  circulation  into  the  tissues.  Even  in  shock 
due  to  hemorrhage  plasma  can  and  should  be  adminis- 
tered to  restore  and  maintain  blood  volume  until  whole 
blood  is  obtained  to  replace  the  lost  erythrocytes.1 

Stable,  Portable  'Lyovac’  Normal  Human  Plasma 
is  particularly  well  adapted  to  use  under  adverse  and 
mobile  conditions  and  can  be  kept  safely  without 
refrigeration  wherever  treatment  of  shock  may  be 


required  ...  in  accident  room  or  ambulance,  operat- 
ing room,  delivery  room,  or  offices,  in  first-aid  sta- 
tions and  mobile  disaster  units. 

Stability  is  assured  by  means  of  quick  freezing,  fol- 
lowed by  desiccation  and  storage  under  vacuum  in  a 
stoppered,  flame-sealed  glass  vial.  Restoration  is  simple 
and  rapid.  Each  250-cc.  unit  of  'Lyovac’  Normal  H uman 
Plasma  provides  approximately  as  much  osmotieally 
active  protein  as  500  cc.  of  whole  blood,  and  hypertonic 
(concentrated)  solutions  can  be  easily  prepared  when 
required. 

A 16%  reduction  of  the  list  price  of  'Lyovac’  Normal 
Human  Plasma  has  recently  been  made  as  a result  of 
improvements  developed  by  Sharp  & Dohme.  'Lyovac’ 
Normal  Human  Plasma  has  been  accepted  by  the  Council 
on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association. 

'LYOVAC'  NORMAL  HUMAN  PLASMA 

S/iar/?  &Do/ime 

/PHILADELPHIA 


1.  Annals  of  Surgery,  115:1125,  June,  1942 
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Confidence  in  Lilly  products  has  grown  out  of  an 
unbroken  record  of  ethical  dealing  with  the  medical 
profession  and  an  understanding  of  the  Lilly  policy  of 
supplying  only  pharmaceutical  preparations  of  highest 
quality  and  of  unvarying  potency. 
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Dengue  Fever:  I 

James  R.  Enright,  m.  d.* 
Honolulu 


An  analysis  of  the  symptomatology  of  141  positive 
cases  of  dengue  fever  is  presented.  Findings  were 
tabulated  under  the  headings  "positive”,  "negative”, 
"doubtful”  and  "no  history”.  In  the  beginning,  sev- 
eral of  the  symptoms  were  not  tabulated  and  no  his- 
tory was  obtained  in  certain  categories.  Again,  certain 
cases  were  hospitalized  or  reported  directly  to  the 
Board  of  Health  and  a study  of  the  symptomatology 
was  incomplete. 

Upon  receipt  of  information  of  a suspected  case 
of  dengue  fever,  a public  health  nurse  makes  a call, 
and  places  a net  over  the  patient  (if  seen  during  first 
four  days  of  illness).  After  .the  infective  stage  the 
nurse  calls  again,  and  the  net  is  picked  up. 

At  the  same  time  that  the  nurse  is  informed  of  the 
case,  the  Bureau  of  Sanitation  is  notified  and  a squad 
goes  to  the  home  of  the  patient  for  thorough  spray- 
ing and  a hunt  for  breeding  places.  If  indicated,  the 
patient’s  place  of  business  is  also  treated. 

As  there  are  no  practicable  laboratory  procedures 
for  diagnosis,  the  decision  as  to  whether  the  disease  is 
or  is  not  dengue  rests  upon  judgment  and  careful 
questioning.  A blood  count  is  a great  help  if  taken 
in  time. 

Clinical  Picture 

The  history  of  a typical  case  is  as  follows: 

Sudden  onset,  with  fever,  severe  headache  and  pain 
back  of  the  eyes,  especially  on  moving  the  eyes.  Many 
patients  can  name  the  hour  of  onset.  In  describing 
the  headache  patients  characteristically  point  with 
both  index  fingers  to  the  outer  part  of  the  orbits, 
just  above  the  malar  prominence.  They  may 'also  point 
to  the  occiput,  but  nearly  always  mention-  the  eyes 
first.  They  describe  the  backache  as  low,  often  re- 
ferring to  it  as  "pain  in  the  kidneys.”  The  "bones 
ache” — they  "feel  like  an  old  man” — or  they 
"thought  they  bumped  their  shins,  they  hurt  so.” 
Usually  in  a day  they  feel  better  and  may  go  to 
work  for  a while,  but  usually  on  the  third  or  fourth 
day  there  is  a return  in  greater  degree  of  all  their 
symptoms  with  a feeling  of  apathy  and  a rise  in 
temperature.  (This  corresponds  to  a history  of  "sad- 
dle back”  temperature.)  At  this  time  a rash  may 
be  present  and  may  be  missed  by  the  patient,  but 
usually  there  is  itching  of  the  palms  and/or  soles. 
They  rapidly  get  better,  appetite  improves,  and  they 
are  themselves  again  on  about  the  eighth  day,  al- 
though symptoms  may  last  much  longer  in  some 
cases.  They  usually  have  no  upper  respiratory  symp- 

♦Director,  Bureau  of  Communcible  Diseases,  Territorial 
Board  of  Health. 


toms,  as  cough  or  cold,  running  nose,  etc.,  but  may 
complain  of  sore  throat,  aphthous  stomatitis  or  "fever 

blisters.” 

Analysis  of  Symptoms 

An  analysis  of  the  symptoms  of  141  cases  follows: 

Primary  rash:  positive,  40;  negative,  27;  doubtful, 
18;  no  history,  56.  This  rash  usually  is  an  erythe- 
matous flush  like  a light  sunburn,  which  may  ac- 
company any  fever.  Most  patients  do  not  notice  it 
and  give  a negative  answer.  No  circumoral  pallor 
has  been  noticed.  The  high  positive  count  was  due 
to  early  cases  being  seen  by  the  writer  and  private 
physicians,  which  usually  meant  that  the  patient  had 
been  to  the  doctor’s  office — a practice  to  be  dis- 
couraged. 

Terminal  rash:  positive,  87;  negative,  11;  doubtful, 
1;  no  history,  56.  This  rash  is  one  of  the  most  diag- 
nostic features  of  dengue,  and  usually  appears  during 
the  second  rise  in  temperature,  not  usually  after  or 
during  the  second  fall  in  temperature.  It  may  be  de- 
layed, however,  for  as  long  as  a week.  It  varies  from  a 
light  macular  rash  resembling  German  measles  to  a 
blotchy,  easily  apparent  rash  beginning  on  the  arms 
and  spreading  over  the  chest.  It  is  sometimes  extreme- 
ly evanescent  and  can  easily  be  missed.  Close  ex- 
amination and  questioning  arc  required.  It  resembles 
an  ordinary  toxic  rash. 

Headaches:  positive,  109;  negative,  3;  doubtful,  0; 
no  history,  29.  The  headache  is  characteristic.  It  may 
be  a deep  pain  behind  the  eyeballs,  or  it  may  be  occi- 
pital. Only  occasionally  is  it  frontal,  and  if  so,  care- 
ful questioning  as  regards  sinusitis  is  indicated. 

Post-orbital  pain:  Positive,  95;  negative,  7;  doubt- 
ful, 2;  no  history,  37  This  is  a variety  of  headache. 
The  pain  in  the  eyes  is  deep  and  appears  to  be  mus- 
cular in  nature,  as  the  patient  complains  of  pain 
on  moving  the  eyes.  Patients  complain  bitterly  of 
headache,  post-orbital  pain  and  backache,  these  cate- 
gories receiving  more  "three  plus”  ratings  than  any 
others.  It  is  definitely  worse  than  in  influenza. 

Upper  respiratory  symptoms:  positive,  15;  nega- 
tive, 93;  doubtful,  2;  no  history,  31.  Most  of  the 
upper  respiratory  symptoms  consist  of  sore  throats, 
usually  of  one  day’s  duration.  With  definite  history 
of  running  eyes,  running  nose,  cough,  or  common 
cold,  the  diagnosis  of  dengue  is  doubtful  except  in 
the  presence  of  nearly  all  other  typical  findings. 
An  effort  should  be  made,  in  the  case  of  upper 
respiratory  symptoms,  to  determine  if  these  symp- 
toms were  present  before  the  onset  of  the  dengue 
syndrome. 
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Fever : positive,  114;  negative,  1;  doubtful,  0;  no 
history,  26.  There  should  always  be  a rise  in  tempera- 
ture in  dengue.  The  negative  cJse  should  probably  be 
recorded  as  "doubtful,”  though  no  rise  in  tempera- 
ture was  recorded  by  the  visiting  public  health  nurse. 
The  temperature  averages  about  102  F.  but  may 
reach  104  F.  and  cause  delirium.  In  one  case  in  a 
13  months  old  infant  it  reached  107  F. 

Saddle  back  temperature : positive,  5 3;  negative, 
14;  doubtful,  11;  no  history,  63.  This  is  a character- 
istic sign  of  dengue.  The  temperature  is  up  the  first 
two  days,  returning  to  normal  or  near  normal  on 
the  third  or  fourth  day,  and  then  rises  again  to  about 
as  high  as,  or  higher  than,  during  the  primary  rise. 
After  the  second  fall,  the  patient  recovers.  It  is  to 
be  noted  that  during  the  second  rise,  the  terminal 
rash  appears,  but  as  this  is  usually  over  four  days 
from  onset,  the  patient  can  no  longer  infect  a feed- 
ing mosquito. 

Backache : positive,  101;  negative,  7;  doubtful,  0; 
no  history,  3 3.  This  is  the  most  common  complaint 
in  dengue,  and,  unfortunately,  in  flu  also.  It  is  usual- 
ly referred  to  the  kidney  area  and  causes  most  of  the 
patients  to  take  to  bed.  It  is  supposed  to  give  the 
patient  a stiff,  dandified  type  of  walk,  but  I have 
not  observed  this.  Patients  point  it  out  by  placing 
both  hands  on  the  back  in  the  kidney  region.  They  do 
not  use  one  hand  on  the  sacral  area.  In  about  half 
it  is  severe  enough  to  rate  two-  or  three-plus. 

Sleeplessness:  positive,  67;  negative,  20;  doubtful, 
5;  no  history,  49.  This  is  usually  for  one  or  two  nights 
only  and  is  not  definitely  associated  with  either  the 
first  or  second  rise  in  temperature. 

Loss  of  appetite:  positive,  99;  negative,  6;  doubt- 
ful, 0;  no  history,  36. 

Nausea:  positive,  41;  negative,  27;  doubtful,  1;  no 
history,  72. 

Vomiting:  positive,  33;  negative,  61;  doubtful,  3; 
no  history,  46. 

The  above  three  are  closely  related  to  temperature 
rise  and  medicaments.  Loss  of  appetite  is  common, 
while  the  frequency  of  nausea  and  vomiting  may 
directly  depend  upon  drugs.  For  instance,  some  doc- 
tors have  given  sulfa  drugs  (which,  by  the  way,  have 
no  effect  on  the  course  of  the  disease)  and  many 
give  codeine  or  other  narcotics  as  well  as  barbiturates 
and  aspirin  to  combat  the  terrific  head  and  back 
aches.  These  are  sometimes  followed  by  nausea  and 
vomiting.  They  frequently  occur,  however,  in  un- 
treated patients. 

Sweating:  positive,  72;  negative,  18;  doubtful,  3; 
no  history,  48.  Sweating  occurred  in  half  or  more 
of  the  cases.  It  usually  is  not  a perspiring  due  to 
climatic  conditions,  but  a drenching  sweat  that  leaves 
the  hair  dripping  and  requires  several  changes  of 
night  clothes.  Occasionally  it  may  be  severe  enough 


to  cause  muscle  cramps  due  to  salt  elimination,  and 
salt  tablets  should  be  given  to  combat  this. 

Diarrhoea:  positive,  23;  negative,  56;  doubtful,  2; 
no  history,  60.  This  is  also  closely  connected  with 
drug  treatment.  Usually  a dengue  fever  patient  is 
constipated,  and  cathartics  are  given.  In  the  untreated 
cases,  it  appears  with  the  terminal  rash  and  may 
be  due  to  the  enanthem  which  is  probably  present. 

Itching:  positive,  47;  negative,  52;  doubtful,  1; 
no  history,  41.  This  is  a characteristic  symptom  of 
dengue  that  follows  the  terminal  rash  and  may  be 
missed  because  of  the  inconvenience  of  a third  visit. 
Seen  in  hospitalized  cases,  the  itching  is  usually  at 
the  base  of  the  thumbs,  the  palms,  and  the  soles.  It 
may  be  very  annoying  and  intractable. 

Peeling:  positive,  19;  negative,  58;  doubtful,  4; 
no  history,  60.  This  is  another  late  manifestation 
of  dengue  that  may  be  missed.  The  peeling  usually 
accompanies  the  itching  and  is  of  a branny  or  fur- 
furaceous  type  resembling  dandruff.  It  usually  occurs 
on  the  palms  and  soles. 

Depression:  positive,  32;  negative,  52;  doubtful, 
4;  no  history,  5 3.  The  deep  depression  characteristic 
of  text  book  dengue  is  definitely  absent  in  the  present 
epidemic.  The  32  positive  are  relative,  and  in  them 
the  term  applies  to  the  apathy  and  indifference  of 
the  patient  which  is  common.  Only  a few  patients 
were  depressed  to  the  point  where  they  sobbed  con- 
tinally.  This  was  a prominent  symptom  of  the  dengue 
epidemics  in  the  past,  and  gave  it  the  name  of  "boo- 
hoo  fever.”  The  apathy  and  depression,  however, 
may  last  for  a week  or  more  following  recovery. 

Adenitis:  positive,  9;  negative,  34;  doubtful,  0;  no 
history,  98. 

Herpes:  positive,  4;  negative,  33;  doubtful,  0;  no 
history,  10. 

Stomatitis:  positive,  5;  negative,  32;  doubtful,  0; 
no  history,  104. 

These  symptoms  were  only  classified  late  in  the 
study,  and  are  not  sufficiently  analyzed.  Adenitis, 
when  present,  usually  occurs  in  the  occipital  glands. 
It  may  occur  in  the  post-cervical  chain  and  confuse 
a differential  diagnosis  between  dengue  and  German- 
measles  if  the  posterior  auricular  glands  are  involved 
as  well. 

Epistaxis:  rare — occurred  in  only  one  case,  to  my 
knowledge. 

Leucopenia:  This  is  one  of  the  important  diagnostic 
criteria.  A leucopenia  is  present,  and  usually  a rela- 
tive lymphocytosis.  Of  38  white  counts  available, 
the  average  is  4,200  cells  per  cu.mm.  The  lowest  was 
1,45  0,  and  the  highest,  7,500.  The  lowest  counts  oc- 
curred about  the  second  or  third  day,  and  then  tended 
to  rise. 

Examples:  R.  W.  Onset  8-7-43.  Count  on  8-10, 
2,650  cells,  Polys  37%,  Lmphs  49%,  Monos  14%. 
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K.  N.  Onset  8-9-43.  Count  on  8-11,  1,200  cells, 
Polys  58%,  Lymphs  42%. 

F.  A.  Onset  8-21-43.  Count  on  8-23,  3,800  cells, 
Lymphs  63%. 

Laboratory  tests:  There  is  no  laboratory  test  for 
dengue.  It  must  also  be  kept  in  mind  that,  with 
population  immunized  against  typhoid,  as  exists  in 


the  Territory  of  Hawaii,  there  is  a possibility  that 
any  fever  may  raise  the  antibody  titre  against  typhoid 
or  paratyphoid.  It  is  possible  that  a negative  ag- 
glutination against  typhoid  may  be  noted  early  in 
dengue,  which  may  rise  as  high  as  1/320  during  the 
course  of  the  disease.  It  seldom  rises  higher,  depends 
on  individual  characteristics  and  usually  quickly 
subsides  following  recovery. 


Dengue  Fever:  II 

Review  and  Report  of  Three  Cases 

F,  D.  Nance,  m.  d. 

Honolulu 


I am  presenting  cases  from  the  contagious  disease 
section  of  The  Queen’s  Hospital,  not  because  I feel 
qualified  to  tell  you  anything  about  dengue  but  be- 
cause I feel  it  should  be  drawn  to  your  attention  that 
the  disease  has  recently  made  its  appearance  in  Ho- 
nolulu. In  view  of  this  fact  it  seems  worthwhile 
to  refresh  your  memories  as  to  the  salient  features 
of  this  disease. 

A.  F.,  age  30,  worker  at  Pearl  Harbor,  resident 
here  for  more  than  one  year,  had,  on  July  29,  1943, 
an  acute  onset  of  fever,  violent  headache,  pain  in  the 
eyes  and  backache.  There  were  no  respiratory  or 
urinary  symptoms.  On  Saturday,  July  31,  he  felt 
better  and  fever  seemed  abated.  However,  on  Sunday, 
August  1,  symptoms  again  returned  and  he  called 
me  to  see  him.  Examination  showed  temperature 
104  F.  and  marked  prostration.  The  mucous  mem- 
branes of  the  mouth  were  dry  and  reddened.  Chest 
was  clear.  There  was  a scattered  maculopapular  rash 
on  the  hands,  arms  and  trunk.  By  August  2,  the  rash 
covered  most  of  the  body,  including  the  palms.  On 
August  3,  fever  fell  by  crisis  and  symptoms  cleared. 
Laboratory  findings  were  normal  with  the  exception 
of  a leukopenia — 2,900  white  blood  cells. 

The  symptoms  and  course  of  this  case  give  a clear- 
cut  picture  of  dengue.  Some  idea  of  the  route  by 
which  infection  reached  this  man  may  be  obtained 
from  two  other  cases  seen  recently  at  The  Queen’s 
Hospital.  Both  had  histories  almost  identical  with  the 
case  just  presented. 

E.  P.  H.,  Pan  American  pilot,  arrived  in  Honolulu 
on  July  19,  on  the  fourth  day  of  his  disease.  The  rash 
appeared  on  the  fifth  day,  and  fever  cleared  on  the 
same  day.  He  was  cared  for  in  The  Queen’s  Hospital 
from  the  time  of  his  arrival.  His  itinerary  had  in- 
cluded Suva,  where  an  epidemic  of  dengue  is  now 
in  progress. 

L.  S.,  Pan  American  pilot,  was  admitted  to  The 
Queen’s  Hospital  on  July  25  on  the  fifth  day  of  his 
disease.  The  rash  was  present  on  admission.  Tempera- 
ture fell  on  the  day  of  admission.  He  had  also  just 
come  from  Suva. 

Dengue  fever  is  an  acute  virvus  infection,  mosqui- 
to-borne, which  has  quite  characteristic  symptoms  and 
course  and  generally  a characteristic  rash.  It  has  been 
definitely  proven  to  be  transmitted  by  mosquitoes 
and  at  least  two  species,  Aedes  albopictus  and  Aedes 


aegypti,  have  been  used  in  successful  inoculation  ex- 
periments. 

Dengue  is  a disease  of  three  stages,  as  follows: 

(1)  Invasion,  lasting  2-5  days 

(2)  Remission,  lasting  from  twelve  hours  to  three 
days 

(3)  Return  of  symptoms  of  invasion,  lasting  one 
to  two  days. 

The  onset  is  sudden,  prostration  is  intense,  and  the 
most  constant  symptom  is  headache,  usually  described 
as  being  localized  to  the  eyes.  There  are  also  pains 
in  any  or  all  parts  of  the  body,  but  generally  localized 
in  the  back,  legs  and  joints.  The  fever  often  reaches 
quite  high  levels.  The  symptoms  and  fever  during 
the  second  elevation  are  generally  less  intense  than 
during  the  first. 

Two  skin  manifestations  are  seen.  During  the  first 
accession  of  fever  there  is  vasomotor  erythema,  usual- 
ly most  marked  on  the  face,  which  may  be  quite 
swollen.  During  the  second  accession  a true  rash  ap- 
pears in  a majority  of  cases,  usually  a macular-papular 
rash  midway  in  type  between  measles  and  scarlet 
fever.  It  usually  appears  first  on  hands  and  arms,  and 
extends  thence  to  trunk  and  legs.  Usually  it  is  present 
on  the  palms,  and  sometimes  on  the  soles.  There  is 
usually  a leukopenia  at  the  time  of  the  rash. 

Treatment  at  present  is  entirely  symptomatic.  The 
disease  is  self-limited  and  practically  never  fatal. 
Complications  are  rare  and  consist  of  hemorrhages 
from  mucous  memberanes  and  occasional  relapses. 

I have  little  to  add  from  personal  observation.  I 
have  seen  the  disease  only  in  the  sub-tropical  climates 
of  Honolulu  and  Shanghai.  I have  the  impression  that 
the  disease  is  modified  by  climate  in  two  respects: 
First,  the  symptoms  in  those  cases  I have  seen  are 
less  severe  than  those  described  in  the  tropics,  back- 
aches often  being  absent,  and  the  sole  complaint  in- 
tense headache  and  pain  in  the  eyes;  second,  the  period 
of  remission  seems  to  be  quite  short,  and  when  tem- 
peratures have  not  been  taken,  it  may  be  impossible 
to  chart  a history  of  it. 

The  Medical  Group,  Punchbowl  St. 
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Bubonic  Plague  on  the  Island  of  Hawaii 

C.  L.  Carter,  M.  D. 

Honokaa,  Hawaii 


Plague  has  been  endemic  on  the  Island  of  Hawaii 
from  1900  up  to  the  present  time,  with  the  greater 
proportion  of  cases  occurring  in  the  Hamakua*  sec- 
tion. 

It  has  been  my  privilege  to  handle  plague  cases 
on  the  Hamakua  coast  for  the  past  twenty-seven 
years.  We  have  had  an  average  of  at  least  2 cases 
a year  up  until  193  5,  with  an  annual  high  of  12 
cases  in  1922.  From  1935  to  1939  there  were  no 
human  cases;  in  1939  there  was  1 case  of  pneumonic 
plague;  from  1939  to  1943  there  were  no  cases.  In 
1943  we  have  already  had  4. 

Plague  (Oriental  plague,  black  death,  or  pestis  are 
synonyms)  is  a specific  acute  infectious  disease 
caused  by  Pasteurella  pestis  and  characterized,  in 
the  bubonic  types,  by  enlargement  of  the  lymphatic 
glands,  toxemia,  and  initial  lesions;  and  in  the  pneu- 
monic and  septicemic  types,  by  a specific  form  of 
pneumonia  or  septicemia. 

Plague  is  primarily  a disease  of  rats  and  other 
rodents  and  is  transmitted  from  rodents  to  man  by 
certain  species  of  fleas. 

Etiologv 

The  cause  of  plague  is  a bacillus  discovered  in- 
dependently by  Yersin  and  Kitasato  in  1904.  It  is 
called  Pasteurella  pestis  and  is  an  oval  bacillus 
showing  polar  staining  with  the  ordinary  bacterial 
stains.  It  is  found  in  the  lymphatic  glands,  liver, 
spleen,  and  lungs  of  persons  dead  of  the  disease,  and 
in  the  blood  stream  in  the  septicemic  type  of  plague. 

Epidemiology 

In  considering  the  epidemiology  of  plague,  it 
should  be  remembered  that  it  is  primarily  a disease 
of  rats  or  other  rodents  and  only  secondarily  a disease 
of  man. 

It  is  transmitted  from  the  rat  to  man  by  two 
types  of  fleas — Xenopsylla  cheopis  and  Nosopsyllus 
(formerly  Ceratopsyllus)  fasciatus. 

Many  rodents  other  than  the  rat  are  naturally 
infected  with  plague — the  ground  squirrel,  the  mar- 
mot, the  tree  squirrel,  the  white-tailed  guinea  pig, 
the  gray  squirrel,  and  the  mongoose. 

Rattus  norvegicus,  the  brown  or  sewer  rat,  and 
rattus  rattus,  or  the  ordinary  black  house  rat,  are 
the  usual  hosts  of  plague.  Rattus  hawaiiensis  and  alex- 
andrinus  also  harbor  the  disease. 

* The  sugar-cane-covered  middle  portion  of  the  northeast 

(windward)  side  of  the  island. — Ed. 


Cyril  Pemberton,  entomologist  of  the  Hawaiian 
Sugar  Planters’  Association,  in  1920  found  the  rat 
flea  to  be  present  on  four  types  of  Hawaiian  rats 
and  also  on  mice.  The  rodent  plague  in  Hamakua 
in  1942  was  almost  exclusively  borne  by  Rattus 
hawaiiensis.  Plague  fleas  were  also  found  on  the 
mongoose  although  to  date  there  is  no  history  of 
rodent  plague  in  the  mongoose  on  the  Island  of 
Hawaii. 

At  the  time  of  Mr.  Pemberton’s  extensive  examina- 
tion, hundreds  of  fleas  were  examined  from  dogs  and 
cats  and  not  one  was  the  plague-carrying  type.  This 
was  of  particular  interest,  because  many  dozens  of 
dogs  were  slaughtered  in  an  all-out  campaign  against 
plague. 

The  mechanism  of  transmission  of  plague  from 
rats  to  humans  was  discovered  by  Bacot  and  Martin 
in  1914.  The  flea  that  infests  a plague  rat  swallows 
numerous  plague  bacilli.  They  grow  and  multiply  in 
the  proventriculus  of  his  stomach  to  such  an  extent 
as  to  obstruct  it.  When  he  subsequently  leaves  the 
rat,  after  its  death,  and  bites  a human  being,  he  tries 
to  suck  the  blood  from  the  human  being  and  force 
it  down  the  esophagus  into  the  stomach,  but  is 
stopped  from  doing  so  by  the  obstructed  esophagus, 
and  is  forced  to  regurgitate  the  plague  bacilli  from 
the  proventriculus  of  the  stomach  into  the  wound 
he  has  produced  by  biting  the  human. 

Clothing  may  act  as  the  transmitting  agent,  the 
infected  fleas  hidden  in  them  transmitting  the  dis- 
ease from  place  to  place. 

Pneumonic  plague  is  extremely  contagious;  it  is 
transmitted  directly  from  man  to  man  by  droplet 
infection  or  direct  contact  with  the  sputum,  which 
contains  myriads  of  the  bacilli.  Epidemics  of  pneu- 
monic plague  have  their  origin  in  cases  of  pneumonia 
occurring  in  patients  suffering  with  bubonic  plague. 

There  is  no  natural  immunity  to  plague  in  any 
race,  and  all  ages  and  both  sexes  are  equally  suscep- 
tible. Epidemics  are  most  common  where  the  mean 
temperature  is  between  5 0 and  8 5 degrees,  and  the 
prevalence  of  rodent  plague  on  the  Island  of  Hawaii 
may  be  explained  by  the  mean  temperatures  which 
exist  in  the  Hamakua  section.  The  bacillus  resists 
freezing  but  is  quickly  killed  by  exposure  to  direct 
sunlight  or  drying. 

Symptomatology 

The  incubation  period  of  plague  is  believed  to  be 
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from  two  to  five  days,  though  some  authorities  place 
it  as  high  as  ten  days. 

There  are  two  types  of  plague:  (1)  pestis  minor, 
and  (2)  pestis  major,  which  includes  bubonic  plague, 
pneumonic  plague  and  septicemic  plague. 

Pestis  minor  includes  those  cases  of  mild  plague 
characterized  by  slight  fever,  enlarged  lymphatic 
glands  in  the  region  of  the  flea  bite,  and  mild  general 
symptoms  including  headache,  aching  in  the  back 
and  limbs,  anorexia  and  general  malaise.  A charac- 
teristic facies  and  a rather  slight  punctate  rash  are 
present  in  most  cases. 

I have  had  no  experience  in  diagnosing  pestis  min- 
or. Out  of  many,  many  dozen  lymphatic  glands 
removed  for  dignostic  purposes,  I have  never  diag- 
nosed a case  of  pestis  minor. 

Bubonic  plague  has  a sudden  onset  in  most  cases, 
although  a definite  period  of  malaise  may  precede 
the  onset.  The  patient  is  rapidly  overcome  by  the 
toxemia  present  and  often  presents  the  appearance 
of  alcoholic  intoxication.  The  fever  rises  rapidly  to 
103-104  F.  or  higher.  The  face  is  pale  and  anxious 
at  first,  but  as  the  fever  rises  becomes  flushed.  The 
conjunctivae  are  congested  and  the  skin  is  hot  and 
dry.  Chills  or  chilly  sensations  may  be  present.  Pulse 
and  respiration  are  increased  with  the  fever  and  there 
is  usually  extreme  prostration. 

After  the  fever  has  reached  its  height  the  mental 
condition  is  one  of  stupor,  the  patient  appearing 
stupid  when  questioned,  with  marked  difficulty  of 
concentration;  speech  is  interfered  with,  and  there 
may  be  slight  delirium.  At  the  height  of  the  attack 
the  face  is  greatly  flushed,  vomiting  and  diarrhea 
may  be  present  and  symptoms  of  toxemia  are  pro- 
minent. Albumin  may  appear  in  the  urine  and  there 
may  be  marked  delirium. 

In  cases  that  recover,  the  temperature  is  remittent 
and  falls  by  lysis  on  the  fourth  or  fifth  day.  In 
my  own  series  of  cases,  I have  had  some  that  lasted 
eight  days,  and  one  Portuguese  man  from  Paa  :1o 
expired  after  having  had  the  disease  for  fourteen 
days.  Fatal  infections  usually  last  from  three  to  six 
days  before  death  occurs. 

One  case,  autopsied  on  May  28,  1943,  had  some 
rather  unusual  symptoms.  There  was  an  extensive 
sub-peritoneal  hemorrhage  over  the  two  psoas 
muscles,  which  extended  down  into  the  pelvis  to  the 
base  of  the  bladder.  This  case  was  also  extraordinary 
in  view  of  the  fact  that  he  passed  large  amounts  of 
blood  by  the  bowel.  We  found  multiple  ulcers  of 
diverse  sizes  and  shapes  over  the  entire  mucous  lin- 
ing of  the  stomach  and  there  was  sub-mucosal  hem- 
orrhage involving  the  entire  lining  of  the  mucous 
membrane  of  the  stomach.  There  was  not,  at  the 
same  time,  any  hemorrhage  in  the  duodenum,  jejun- 
um, ileum  or  large  bowel. 

This  case  was  diagosed  as  bubonic  plague  due  to 
the  presence  of  a very  typical  bubo  in  the  left  inguin- 
al region,  when  the  duration  of  the  disease  was  only 


two  days.  It  was  suggested  by  the  pathologist  that 
the  liver  and  spleen  suggested  this  as  a typical  sep- 
ticemic type  of  plague. 

Injections  of  100  cc.  of  1 per  cent  mercurochrome 
were  given  daily  for  five  days.  It  localized  around  the 
bubo  in  the  right  inguinal  region,  making  the  area 
just  as  red  as  though  the  mercurochrome  had  been 
injected  directly  into  the  skin  and  deeper  tissues 
around  the  bubo. 

It  was  interesting  that  this  case  lived  for  14  days 
and  was  walking  around  in  the  yard  when  he  sudden- 
ly had  a cardiac  collapse  and  died  almost  instantly. 

Pneumonic  plague  is  rare.  The  onset  is  very  sud- 
den with  a rise  in  temperature  to  102-104  F.,  and  an 
exaggeration  of  the  symptoms  if  this  occurs  as  a com- 
plication during  an  attack  of  bubonic  plague.  There 
are  cough,  dyspnoea,  rapid  respiration,  pain  in  the 
chest,  marked  toxemia  and  expectoration  of  large 
amounts  of  brownish  sputum.  The  "prune  juice” 
sputum  characteristic  of  this  type  of  plague  con- 
tains enormous  quantities  of  plague  bacilli.  The  phy- 
sical signs  are  indefinite,  resembling  those  of  broncho- 
pneumonia, there  being  moist  rales  over  the  bases 
of  the  lungs  and  limited  areas  of  consolidation  scat- 
tered throughout  the  lungs. 

Septicemic  plague  resembles  bubonic  plague  except 
that  buboes  do  not  occur.  The  course  of  the  disease 
is  very  rapid,  death  occurring  in  two  or  three  days. 
In  this  form  the  bacilli  occur  in  large  quantities  in 
the  peripheral  blood;  smears  of  this  may  show  them, 
but  blood  cultures  should  be  relied  upon  for  dia- 
gnosis. Toxemia  is  very  marked  and  may  kill  the 
the  individual  within  twenty-four  hours.  There  may 
be  little  fever;  prostration  is  most  severe,  and  men- 
tal torpor,  delirium  or  coma  is  present  before  death. 
This  form  is  more  common  in  children  than  in  adults. 
The  septicemic  form  of  plague  is  really  a very  severe 
form  of  bubonic  plague  in  which  fatal  toxemia 
develops  before  the  buboes  have  time  to  appear. 

Complications  and  sequelae  are  not  often  observed, 
due  to  the  sudden  demise  of  the  patient.  Cardiac 
angina  has  been  a distressing  symptom  in  two  of 
my  cases — in  one  case  at  Honokaa  Hospital  the 
patient  had  such  severe  chest  pain  that  he  threw 
himself  out  of  the  bed  and  landed  on  the  floor, 
even  after  an  injection  of  a quarter  grain  of  morphine 
sulphate. 

Diagnosis 

The  diagnosis  of  plague  can  be  made  by  aspiration 
or  removal  of  part  of  the  bubo  and  examining  this 
microscopically.  Diagnosis  of  septicemic  plague  can 
be  made  by  a blood  culture.  Diagnosis  of  pneumonic 
plague  can  be  made  by  finding  the  pestis  bacilli  in 
the  sputum.  Final  diagnosis  of  all  types  can  be  made 
only  by  guinea  pig  inoculation. 

Differential  Diagnosis 

Climatic  bubo,  dengue,  tularemia,  influenza,  yel- 
low fever,  typhus,  glandular  fever,  buboes  caused 
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by  lymphogranuloma  venereum,  and  pyogenic  infec- 
tions enter  into  the  differential  diagnosis. 

Treatment 

No  known  treatment  is  effective.  Human  con- 
valescent serum  has  ben  tried,  and  at  one  time  Haff- 
kine’s  vaccine  was  popular.  Intravenous  mercuro- 
chrome  has  been  tried.  Prontosil  and  other  sulfona- 
mides seem  in  general  to  be  ineffective  but  perhaps 
have  not  been  given  a fair  trial.  In  general  reliance 
is  placed  in  purely  supportive  and  stimulating  meas- 
ures. 

Local  treatment  of  the  bubo  consists  essentially 
in  repeated  aspiration  or,  if  necessary,  incision  and 
drainage.  A mixture  of  camphor  and  thymol  may 
be  injected  into  it  through  a drainage  tube,  or  a 
1 per  cent  solution  of  iodine  in  potassium  iodide  solu- 
tion may  be  employed  for  the  same  purpose. 

Pathology 

The  pathology  of  plague  is  that  of  a severe  septice- 
mia, the  bacilli  reaching  the  blood  through  the 
lymphatics  which  drain  the  site  of  the  infected  flea 
bite.  The  bubo  may  be  solitary,  with  very  little 
sign  of  external  inflammation,  or  it  may  be  a con- 
fluent mass  of  many  lymphatic  glands  with  extra- 
vasation of  blood  into  the  tissues,  thereby  presenting 
the  picture  of  a hemorrhagic  boil  or  carbuncle.  Bu- 
boes are  most  common  in  the  inguinal  region  (75 
per  cent);  next  in  the  axillary  lymph  glands;  and 
thirdly,  in  the  submaxillary  or  cervical  lymph  glands. 
The  organs  most  often  involved  are  the  spleen,  liver, 
lungs  and  kidneys. 

The  usual  pathology  of  plague  at  autopsy  is  hy- 
peremia of  the  spleen,  liver,  kidneys  and  the  lym- 
phatic glands;  pneumonic,  usually  of  the  bronchial 
type,  in  the  case  of  pneumonic  plague;  and  the  signs 
of  a general  septicemia  in  the  septicemic  type.  In 
pneumonic  plague  authorities  have  maintained  that 
the  pneumonias  were  always  of  the  bronchial  type, 
but  in  the  few  cases  of  pneumonic  plague  coming 
within  my  experience  some  were  definitely  of  the 
lobar  type. 

The  pleura  may  contain  small  or  large  amounts 
of  purulent  fluid,  or  the  visceral  and  the  parietal 
pleura  may  be  adherent  in  their  entirety  and  covered 
by  a tenacious  muco-purulent  exudate  which  may 
or  may  not  involve  both  lungs.  There  may  or  may 
not  be  involvement  of  the  peri-bronchial  or  the 
prevertebral  lymph  nodes. 

History  and  Geographic  Distribution 

The  history  of  plague  is  fascinating  . It  has  been 
well  covered  in  many  works  devoted  to  the  subject 
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and  in  general  literature,  as  in  Defoe’s  "History  of 
the  Plague  Year.”  The  great  epidemic  occurring  in 
the  6th  Century  A.D.,  during  the  reign  of  Justinian, 
is  well  described  in  Gibbon’s  "Decline  and  Fall  of  the 
Roman  Empire.”  There  is  abundant  evidence  that 
the  Indian  physicians  recognized  this  infection  hun- 
dreds of  years  before  Christ. 

Many  great  pandemics  of  this  disease  have  occur- 
red, during  which  Europe,  Asia,  Africa,  North  and 
South  America  have  been  invaded,  and  the  name 
"Black  Death”  was  given  to  the  great  pandemic 
orginating  in  China  during  the  14th  Century. 

During  epidemics,  plague  has  spread  to  almost 
every  country  in  the  world,  but  the  present  endemic 
centers  are  in  Mesopotamia,  India,  China,  Uganda, 
the  Philippine  Islands,  the  western  United  States, 
and  a small  center  upon  the  Islands  of  Hawaii  and 
Maui  of  the  Hawaiian  group.  Only  in  India  is  plague 
a cause  of  high  morbidity  and  mortality. 

Prophylaxis 

( 1 ) Exterminate  rats. 

(2)  Spray  under  houses,  to  kill  fleas,  with  such 
agents  as  lysol,  cresol,  chloride  of  lime,  5 per  cent 
carbolic  acid,  or  2 per  cent  formalin  solution. 

(3)  Haffkine’s  vaccine,  consisting  of  heat-killed 
cultures  of  Pasteurella  pestis.  This  vaccine  has  been 
very  extensively  used  in  India  and  has  reduced  the 
incidence  of  the  disease  by  about  75  per  cent  and 
the  mortality  about  33  per  cent,  the  protection 
lasting  about  one  year. 

(4)  Take  special  contagious  precautions  in  case 
of  pneumonic  plague. 

The  prevention  of  pneumonic  plague  consists  in 
the  inoculation  with  plague  vaccine  of  all  exposed 
individuals  and  the  prevention  of  droplet  infection 
by  the  wearing  of  masks  made  of  cotton  covered 
with  muslin,  as  gauze  masks  are  not  so  efficient  as 
the  muslin  cotton  masks  introduced  by  Strong. 

Conclusion 

The  mortality  rate  of  plague  in  Hawaii,  as  shown 
by  the  Board  of  Health,  is  probably  92  per  cent;  I 
do  not  believe  it  is  really  that  high,  for  this  reason: 

I have  had  quite  a number  of  cases  that  were  clini- 
cally typically  plague  but  in  which  I was  unable 
to  get  a biopsy  of  the  glands,  so  that  the  Board 
of  Health  could  not  accept  them  as  bubonic  plague. 

I can  appreciate  that  the  Board  of  Health  is  definitely 
doing  the  right  thing  in  accepting  the  diagnosis  of 
plague  not  from  the  clinical  symptoms  alone  but 
only  from  guinea  pig  inoculations,  but  this  rule  re- 
sults, I believe,  in  assigning  a fictitiously  high  mor- 
tality rate  to  plague  as  we  see  it  on  Hawaii. 
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Glomus  Tumor  of  the  Wrist 

CUNICO-PATHOLOGIC  STUDY  OF  A CASE 

Ralph  B.  Cloward,  m.d.,  and  I.  L.  Tilden,  m.d. 
Honolulu 


The  glomus  tumor  (angioneuromyoma)  gives 
rise  to  a clinical  picture  which  is  clear  cut  and  should 
be  easily  recognized.  However,  since  this  tumor 
is  comparatively  rare,  it  is  seldom  considered  in  the 
differential  diagnosis  of  painful  lesions.  We  are  re- 
porting such  a tumor  for  two  reasons:  first,  because 
of  its  unusual  location  (the  wrist)  and  second,  be- 
cause it  developed  following  trauma.  This  relation- 
ship is  of  great  importance  since  it  emphasizes  that 
a glomus  tumor  must  be  considered  in  the  diagnosis 
and  treatment  of  painful,  local,  post-traumatic  le- 
sions which  fail  to  respond  to  usual  therapeutic  meas- 
ures. 

Clinical  Features 

The  lesion,  usually  single,  may  be  found  nearly 
anywhere  in  the  subcutaneous  tissues  but  occurs  most 
often  in  the  upper  extremities,  particularly  the  fin- 
gers. It  consists  of  a small,  purplish,  usually  palpable 
nodule  varying  in  diameter  from  2 to  10  mm.  It  is 
commonly  subungual  in  location,  in  which  case  it 
is  not  often  palpable,  although  a discolored  area  may 
be  seen  through  the  nail  over  the  site  of  the  lesion. 
The  most  characteristic  feature  of  this  peculiar  tumor 
is  extreme,  often  excruciating  pain,  which  may  be 
constant  or,  more  often,  intermittent.  The  pain  oc- 
curs in  crises  which  may  be  initiated  simply  by  the 
touch  of  clothing  or  some  other  light  stimulus.  For 
this  reason  the  lesion  is  frequently  extremely  dis- 
abling. Many  patients  have  vainly  sought  relief  for 
years  simply  because  the  condition  was  not  recog- 
nized and  treated  properly.  Treatment  consists  of 
simple  excision.  The  pain  disappears  immediately  and 
the  patient  is  permanently  relieved  of  his  symptoms. 
If  the  tumor  is  removed,  it  does  not  recur.  Locally 
recurring  tumors  have  been  recently  reported  1 
but  this  is  rare. 

Literature 

The  first  clinical  description  of  the  lesion  now 
known  as  glomus  tumor  was  made  in  1812  by  Wood, 
who  called  it  "painful  subcutaneous  tubercle.”  This 
early  description  was  followed  in  the  foreign  litera- 
ture by  numerous  articles  describing  the  tumor  as 
angiosarcoma,  perithelioma,  neurinoma,  false  neuro- 
ma, angioma  and  tubular  epithelioma. 


It  was  not  until  1924,  however,  that  the  true  na- 
ture and  origin  of  this  lesion  was  accurately  des- 
cribed by  P.  Masson2.  He  was  the  first  to  give  an 
accurate  description  of  the  normal  structure  which 
he  named  "the  neuromyoarterial  glomus,”  and  to 
point  out  the  relationship  of  this  structure  with  the 
pathologic  glomus  tumor.  The  tumor  since  1924 
has  been  recognized  as  a distinct  pathologic  entity 
and  has  stimulated  a great  deal  of  work  on  the  ana- 
tomy and  physiology  of  the  glomus.  The  most  ac- 
curate, elaborate  and  complete  anatomical  descrip- 
tion of  the  normal  arterio-venous  anastomosis  was 
made  by  Popoff1  (1934). 

The  function  of  the  normal  glomus  has  been 
studied  by  Grosser4  and  others.  Numerous  case  re- 
ports of  tumors  of  the  glomus  body  have  appeared 
in  the  literature  since  19245.  In  a recent  survey  by 
Murray  and  Stout"  of  89  different  publications,  240 
reported  cases  were  found.  A much  wider  distri- 
bution of  these  tumors  than  the  cutaneous-subcu- 
taneous junction  is  shown  by  this  survey.  Tumors 
have  been  found  on  the  face,  eyelid,  penis,  axilla, 
lateral  thorax,  buttocks,  coccygeal  region  and  the 
neck.  No  tumor  of  the  wrist  has  been  reported. 

Histogenesis 

The  normal  subcutaneous  glomus  is,  in  effect, 
an  arteriovenous  anastomosis  whereby  blood  is  shunt- 
ed directly  from  the  arterial  to  the  venous  system 
without  passing  through  the  capillary  bed.  Accord- 
ing to  Radasch7  it  consists  of  ( 1 ) an  afferent  ar- 
teriole, (2)  an  anastomotic  vessel,  (3)  a primary 
collecting  vein,  (4)  intraglomar  reticulum  and  (5) 
a capsular  portion  (fig.  1).  The  anastomotic  vessel 
(Sucquet-Hoyer  canal)  is  a direct  continuation  of 
the  afferent  arteriole  and  forms  the  most  important 
component  of  the  glomus.  It  is  characterized  by 
loss  of  the  internal  elastic  lamina  and  longitudinally 
arranged  muscle  fibers  just  beneath  the  endothe- 
lium which  give  the  internal  lining  a corrugated  or 
ruffle-like  appearance.  Scattered  between  the  muscle 
cells  of  both  the  longitudinal  and  circular  layers  are 
the  peculiar,  sharply  outlined  glomus  or  epithelioid 
cells,  which  are  the  characteristic  cells  of  the  normal 
glomus.  This  cell  is  recognized  as  a modified  smooth 
muscle  cell.  It  is  from  these  cells  that  the  glomus 
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Fig.  1.  Seinidiagrammatic  illustration  of  the  normal 
glomus.  (1)  Afferent  artery,  (2)  Sucquet  Hoyer  canal, 
(3)  primary  collecting  vein.  (4)  preglomic  arteriole,  (5) 
nerves.  (Reproduced  from  Popoff.) 

tumor  arises.  By  tissue  culture,  these  epithelioid  cells 
have  recently  been  identified  as  the  capillary  "peri- 
cytes” of  Zimmermann1'. 

Many  unmyelinated  nerve  fibers  are  found  about 
the  anastomotic  vessel  and  in  the  collagenous  cap- 
sule which  envelops  the  structure.  These  .give  a clue 
to  the  function  of  the  glomus  which,  according  to 
Popoff,  is  "to  control  arteriovenous  circulation  in 
the  digits  (skin)  and  to  regulate  both  the  local 
and  general  temperature  of  the  body.” 

The  explanation  of  the  pain  induced  by  pres- 
sure upon  a tumor  of  the  glomus  is  found  in  these 
numerous  unmyelinated  nerve  fibers.  These  fibers 
are  part  of  the  periarterial  sympathetic  plexus  and 
follow  the  arteriole  into  the  glomus.  They  are 
"naked”  axis-cylinders  or  uninsulated  fibrils  which 
ramify  among  the  cells  in  the  wall  of  the  vessel. 
They  are  similar  to  the  nerves  found  in  the  cornea, 
where  the  only  form  of  sensibility  is  that  of  pain. 
When  proliferation  of  "epithelioid”  cells  occurs 
forming  the  glomal  tumor,  there  is  also  prolifera- 
tion of  these  nerve  fibers. 

It  is  an  old  saying  that  "pain  is  the  cry  of  a 
nerve  deprived  of  its  blood  supply.”  When  these 
tumors  are  irritated,  either  by  trauma  or  temperature 
changes,  two  disagreeable  sensations  result:  an  im- 
mediate lancinating  pain,  followed  by  a more  last- 
ing burning  sensation.  The  initial  pain  is  thought 
to  be  due  to  pressure  from  sudden  swelling  of  the 
lesion  producing  an  ischemia  of  the  nerve  fibers. 
The  burning  (thcrmalgia)  is  a local  vasomotor  phe- 
nomenon arising  from  this  sympathetic  stimulation. 


Case  Report 

G.  D.,  41  year  old  Caucasian  man  was  referred  to 
one  of  us  (R.  B.  C. ) by  Dr.  H.  M.  Johnson  on  Jan- 
uary 23,  1942,  for  treatment  of  a painful  area  on  the 
left  wrist.  The  patient  stated  that  in  August,  1941, 
five  months  before,  he  had  accidentally  struck  his  left 
wrrist  against  a steel  bar.  The  blow  was  not  severe, 
just  a bump,  not  even  bruising  the  skin.  However, 
the  tenderness  which  usually  follows  such  a minor 
injury  failed  to  disappear  in  the  usual  length  of  time. 
After  three  weeks  he  reported  to  the  dispensary, 
wherb  x-rays  were  taken:  these  were  reported  nega- 
tive. He  was  given  local  treatments  with  heat,  ultra 
violet  light  and  diathermy,  none  of  which  gave  him 
any  relief.  In  the  next  four  months  the  same  local 
pain  continued  regardless  of  treatment.  He  was 
eventually  refused  compensation  as  a malingerer. 

The  patient  indicated  a small  area  on  the  radial 
side  of  the  left  wrist  about  three  inches  above  the 
joint  which  he  stated  was  excruciatingly  painful  to 
even  slight  touch.  If  he  moved  his  arm  at  night  and 
happened  to  touch  the  spot,  the  pain  would  awaken 
him.  He  described  the  pain  as  sharp  and  stabbing 
with  a dull  burning  sensation  persisting  after  the 
initial  severe  attack  had  subsided.  It  did  not  radiate 
up  the  arm  or  down  into  the  fingers  but  remained  in 
one  small  area  which  could  be  covered  with  a dime. 
He  was  unable  to  work  because  of  the  constant  ir- 
ritation. 

Examination  revealed  no  change  in  the  sensation 
of  the  skin  over  the  painful  area  or  of  the  hand  or 
fingers.  There  was  no  local  muscle  weakness.  Palpa- 
tion of  the  area  for  a mass  beneath  was  difficult, 
causing  the  patient  to  wince  and  cry  out  with  pain: 
however,  no  obvious  mass  could  be  felt.  The  clinical 
diagnosis  was  post-traumatic  neurinoma  or  causalgia. 

Subcutaneous  infiltration  with  1 cc.  of  1 per  cent 
novocaine  solution  completely  abolished  the  pain,  but 
after  2 or  3 hours  it  returned,  as  severe  as  before. 
After  3 such  injections  with  no  relief,  surgical  ex- 
ploration of  the  area  was  advised. 

The  patient  was  admitted  to  the  St.  Francis 
Hospital  on  March  3,  1942.  With  the  aid  of  novocaine 
anesthesia  and  an  Esmarch  elastic  bandage  for  com- 
plete hemostasis,  a 2 cm.  incision  was  made  over  the 
painful  area.  Immediately  beneath  the  skin,  embedded 
in  the  subcutaneous  fat,  was  a small  nodule  about 
'A  cm.  in  diameter,  having  a dark  red  color  which 
stood  out  in  striking  contrast  to  the  surrounding 
white  bloodless  field.  A medium  sized  vessel  was  seen 
to  enter  and  leave  the  lesion.  The  vessel  was  tied 
on  each  side  and  the  nodule  resected  in  toto.  It  was 
thought  to  be  an  arterio-venous  aneurysm,  and  its 
true  nature  was  not  discovered  until  histologic  sec- 
tions were  examined. 

Pathologic  Examination 

After  formalin  fixation  the  tumor  consisted  of 
a small,  firm,  while  nodule  exactly  5 mm.  in  dia- 
meter. It  resembled  a small  lymph  node. 

Microscopic  study  disclosed  an  interesting  pic- 
ture. A large,  thick-walled,  irregular  blood  vessel 
made  up  approximately  one  half  of  the  tumor.  The 
internal  elastic  lamina  wras  missing.  There  were  num- 
erous irregular  outpouchings  into  the  lumen  and 
the  endothelial  lining  was  unusually  distinct,  actually 
cuboidal  in  nature  in  certain  fields.  Trichrome  stains 
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showed  the  wall  to  consist  chiefly  of  muscle  cells 
both  longitudinally  and  circularly  arranged,  with 
a few  bundles  of  collagen  toward  the  periphery.  Ad- 
joining the  wall  were  masses  of  sharply  outlined 
cells  characterized  by  clear  vacuolated  cytoplasms 
and  uniformly  staining  round  nuclei.  The  remainder 
of  the  tumor  consisted  of  innumerable  small  endo- 
thelial-lined spaces  surrounded  by  similar  masses  of 
epithelioid  cells  arranged  in  concentric  layers  about 


Pig.  2.  Photomicrograph  of  the  glomus  tumor.  At  least 
5 small  centrally  located  endothelial  lined  spaces  may  be  seen, 
each  surrounded  by  layer  upon  layer  of  sharply  outlined  pale 
staining  •epithelioid"  (glomus)  cells. 

the  lumen  of  the  spaces  (fig.  2).  A thin  but  definite 
capsule  made  up  of  collagen  was  present  and  nerve 
fiber  stains  revealed  a number  of  fine  unmyelinated 
fibers  which  were  most  numerous  in  the  region  of 
the  large  vessel. 


Comment 

This  case  is  of  particular  interest  from  an  in- 
dustrial accident  standpoint.  Since  the  presence  of 
a glomus  tumor  was  not  recognized,  and  since  the 
patient’s  symptoms  stubbornly  resisted  all  types  of 
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treatment,  the  diagnosis  of  malingering  seemed  justi- 
fiable. It  is  easy  to  see  how  a diagnosis  of  post- 
traumatic  causalgia,  hysteria  or  malingering  might 
be  made  in  such  a case,  where  the  severity  of  the 
patient’s  complaints  are  so  far  out  of  proportion 
to  the  local  findings.  Nevertheless,  if  this  lesion  is 
kept  in  mind  and  more  of  these  painful  areas  which 
resist  treatment  are  explored  surgically,  unjust  de- 
cisions in  industrial  cases  may  be  prevented. 

Summary 

1.  A glomus  tumor  of  the  wrist,  traumatic  in  or- 
igin, is  reported. 

2.  The  histogenesis  and  pathology  of  the  lesion  is 
described. 

3.  A plea  is  made  for  the  consideration  of  this 
tumor  as  a possible  cause  of  post-traumatic  pain 
which  does  not  respond  to  treatment.  Errors 
in  the  diagnosis  of  industrial  cases  may  thus  be 
avoided. 
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An  Investigation  of  Tattooing  in  Honolulu 

Bernard  Witlin,  Sc.  D.* 

Honolulu 


Partly  as  a result  of  the  increase  of  military  and 
civilian  concentrations  of  population,  reports  of  in- 
fection resulting  from  tattooing  were  received  in 
1943  by  the  Board  of  Health  from  medical  officers 
of  the  Army  and  Navy.  The  author  was  assigned 
to  an  investigation  which  resulted  in  the  following 
report. 

It  is  known  that  most  tattooers  practice 
their  profession  in  either  large  ports  or  cities  near 
concentrations  of  armed  forces,  or  near  large  centers 
of  migratory  workers.  The  City  and  County  of 
Honolulu  fits  well  into  all  of  these  categories.  In- 
vestigation revealed  that  there  are  eight  tattooing 
establishments  in  Honolulu  with  thirty-three  indivi- 
duals engaged  in  the  profession.  Each  tattooing  shop 
has  an  average  of  four  "skin-engraving”  artists,  two 
of  whom  are  usually  the  apprentices  of  the  principal 
operator,  who  has  learned  his  art  as  an  apprentice  in 
California,  the  Philippines  or  Japan.  Four  establish- 
ments employ  girls  in  their  late  teens  or  early  twen- 
ties as  tattoo  artists,  primarily  as  an  added  attraction 
to  the  male  patrons.  Two  organizations  employ  1 5 
year  old  boys  as  tattooers,  permission  for  such  em- 
ployment having  been  cleared  through  the  Labor 
Board. 

Between  300  and  5 00  individuals  are  tattooed 
daily  in  Honolulu,  at  prices  ranging  from  $2.50  to 
$12.50  per  design.  The  average  tattoo  costs  $3.50. 
Of  these  customers  approximately  6 5 per  cent  are 
non-commissioned  Navy  personnel,  2 5 per  cent  are 
enlisted  Army  personnel,  and  the  remaining  10  per 
cent  are  defense  workers.  Approximately  80  per  cent 
of  those  being  tattooed  are  in  their  late  teens  or 
early  twenties.  Raciallly,  they  are  approximately  90 
per  cent  Caucasian,  5 per  cent  Filipino,  3 per  cent 
Oriental,  and  2 per  cent  Negro. 

Little  effort  has  been  made  in  Hawaii  or  on  the 
mainland  to  control  the  business  of  tattooing,  because 
the  need  for  control  has  not  been  great  prior  to  this 
time. 

Interviews  with  representative  recipients  of  the 
skin  markings  revealed  their  reasons  for  acquiring 
such  permanent  marks  to  be  as  follows: 

(1)  To  have  a permanent  identification 
on  them  at  all  times,  name  or  num- 
ber. One  male,  aged  twenty-one,  was 
having  his  Social  Security  number 
applied  when  interviewed;  this  prac- 
tice is  being  encouraged  by  the  tat- 
tooers by  offering  a special  price  of 
$1.50  for  such  tautotomy.  In  one  in- 

*  Bacteriologist,  States  Relations  Division,  U.  S.  Public 
Health  Service,  Assigned  to  the  Board  of  Health,  Territory 
of  Hawaii. 


stance,  an  Army  Colonel  of  the  field 
artillery  and  his  complete  staff,  in- 
cluding a major  in  the  medical  corps, 
were  all  having  their  army  serial 
numbers  and  blood  types  tattooed  on 
their  right  arms  and  left  thighs  “as 
an  emergency  measure,  in  case  the 
identification  tags  on  one  of  the  iden- 
tifying limbs  should  be  blown  off.” 

(2)  To  take  home  a tattooed  souvenir 
from  Hawaii,  such  as  “HAWAII- 
1942”  or  the  reproduction  of  a sinking 
ship  with  the  words  “Remember 
Pearl  Harbor”  across  the  stern  or 
side. 

(3)  As  a seemingly  obligatory  initiation 
ceremonial  into  their  service  such  as 
the  letters  USN  through  the  center  of 
an  anchor. 

(4)  To  be  a “regular  guy”  or  "one  of  the 
boys.” 

(5)  As  a momento  of  a first  sexual  ex- 
perience (with  a prostitute). 

The  tattoo  shops  all  have  signs  to  the  effect  that 
minors  under  the  age  of  eighteen  are  not  allowed. 
In  the  opinion  of  the  operators,  tattooing,  in  the 
majority  of  cases,  is  performed  while  the  subject 
is  under  the  influence  of  alcohol. 

Regulations 

Regulations  concerning  tattooing  practices  are  al- 
most non-existent.  The  Navy  in  1904  issued  a cir- 
cular stating  in  connection  with  recruiting1  that 
"Indecent  or  obscene  tattooing  is  cause  for  rejection, 
but  the  applicant  should  be  given  an  opportunity 
to  alter  the  design,  in  which  event  he  may,  if  other- 
wise qualified,  be  accepted.”  With  the  exception  of 
Cleveland,  Norfolk  and  San  Francisco,  no  regulations 
or  ordinances  could  be  found  controlling  the  prac- 
tice of  tattooing. 

Honolulu  has  had  no  specific  regulations  cover- 
ing the  activities  of  individuals  engaged  in  tattooing. 
The  importance  of  such  regulations  was  brought  to 
the  fore  by  reports  of  secondary  infections  resulting 
from  the  practice. 

Reports  in  the  literature  indicate  that  serious  com- 
plications resulting  from  tattooing  are  in  large 
measure  due  to  the  methods  employed  and  the  pre- 
cautions used  to  prevent  infection  during  and  after 
the  operation.  Complications  recorded  as  the  result 
of  faulty  and  non-aseptic  techniques  are  septicemia, 
gangrene,  tetanus,  leprosy,  tuberculosis  and  syphilis. 
A notable  example  of  disease  communication  by  tat- 

l Parry,  Albert:  Tattoo,  Simon  & Schuster,  1933 
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too  is  that  of  a twenty-six  year  old  tattooer-vagrant 
named  James  Kelly.*  In  1877  he  entered  a Philadel- 
phia hospital  for  the  fourth  time.  Earlier  in  the  year 
he  had  been  treated  for  syphilis,  and  while  at  the 
hospital  he  gratuitously  tattooed — and  infected — 21 
other  patients  and  a male  nurse.  The  spread  of  syph- 
ilis was  definitely  traced  to  his  habit  of  moistening 
the  tattoo  needles  in  his  mouth  and  mixing  his  pig- 
ments with  saliva.  Some  cities,  among  them  Seattle, 
have  their  health  department  inspectors  periodically 
see  to  it  that  tattooers  employ  aseptic  methods  and 
sterilized  instruments. 

On  June  18,  1942,  the  Board  of  Supervisors  of  the 
City  and  County  of  Honolulu  provided  for  the  is- 
suance of  permits  to  individuals  engaged  in  the  tat- 
tooing profession  (Revised  City  and  County  Ordin- 
ances, Nos.  1179  to  1182  inclusive).  Until  this  date 
there  were  no  specific  regulations  governing  persons 
or  establishments  engaged  in  tattooing  within  the 
Territory  of  Hawaii.  The  issuance  of  permits  and  the 
enforcement  of  the  revised  ordinances  were  assigned 
to  the  Honolulu  Police  Department  who,  by  Septem- 
ber 1 5,  1942,  required  compliance  as  follows: 

1.  All  operators  or  technicians  engaged  in 
tattooing  must  obtain  permits. 

2.  Applicants  must  appear  in  person  to 
file  permit  applications,  have  their  ap- 
plication papers  notarized  and  be  fing- 
erprinted. 

3.  The  application  must  be  accompanied 
by  two  affidavits  as  to  character  sign- 
ed by  two  persons. 

4.  Tax  clearance  papers  must  be  sub- 
mitted. 

5.  Investigation  of  fingerprints  and  a 
search  for  criminal  record  is  made. 

6.  If  the  applicant  possesses  a record  of 
moral  turpitude  or  felony,  the  permit 
is  denied. 

To  date  all  applicants  have  been  granted  permits 
since  all  have  had  clear  police  records. 

None  of  the  foregoing  regulations  prescribe  pre- 
cautions to  be  taken  in  tattooing. 

Technique 

The  .area  to  be  tattooed  is  washed  with  a sponge 
containing  an  approximately  2 per  cent  solution  of 
Cresol  or  Lysol  ( 1 tablespoon  to  a quart  of  tap  water) 
and  the  hair  within  the  immediate  area  is  removed  by 
shaving  with  a straight  razor.  The  area  is  dried 
with  a clean  piece  of  cloth  or  a paper  napkin  and 
a thin  layer  of  carbolated  vaseline  (1.5  per  cent 
phenol  in  solid  yellow  petrolatum)  is  smeared  over 
the  shaved  area.  A celluloid  stencil  is  applied  as  fol- 
lows: The  cuts  in  the  stencil  bearing  the  selected 
design  are  filled  with  powdered  charcoal  or  lampblack 
by  rubbing  the  black  powder  over  the  stencil  with 
the  fingers.  The  stencil  is  touched  to  the  exact  site 
desired  for  transfer  of  the  outline  and  the  charcoal 

• Maurry.  F.  F.  and  Dulles.  C.  \V.,  Am.  J.  Med.  Sci..  Jan.,  1878 
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in  the  stencil  slits  is  transferred  by  adhesion  to  the 
vaselined  skin,  thus  producing  a tracing  outline 
of  the  design  upon  the  skin. 

All  the  establishments  in  Honolulu  employ  elec- 
trical tattooing  machines,  and  by  cooperation  within 
the  trade  itself  have  standardized  their  methods. 
It  is  generally  conceded  that  the  electric  process 
diminishes  the  chances  of  postoperative  infection 
because  it  shortens  the  time  required  for  the  opera- 
tion and  the  severity  of  scaling.  The  electric  machine 
is  a pistol-shaped  instrument,  the  barrel  of  which 
contains  a needle  bar  to  which  is  soldered  a group 
of  fine  steel  needles.  Two  needle  arrangements  are 
used  in  tattooing:  the  outline  puncher,  and  the  filler 
or  shader.  The  outline  puncher  consists  of  two  to 
seven  needles  (English  Sharpees,  No.  1 1 or  No.  12), 
usually  four,  arranged  in  a circular  conical  funnel 
to  produce  a fine  point,  its  purpose  being  to  make 
a fine  outline  of  the  design.  The  filler  or  shader 
consists  of  six  to  twelve,  usually  six  to  eight,  of  the 
same  size  needles  soldered  to  the  bar  in  a straight 
line,  its  purpose  being  to  cover  as  large  an  area  as 
possible  at  one  time  in  filling  in  or  shading  the  de- 
sign described  by  the  outline  puncher. 

After  the  needles  are  soldered  to  the  bars,  they 
are  placed  in  a container  of  lysol  or  liquor  cresolis 
saponatus  USP  XI  (full  strength)  for  at  least  thirty 
minutes.  Prior  to  use  the  needles  arc  rinsed  in  a 
2 per  cent  lysol  solution  followed  by  distilled  water 
to  prevent  damage  by  the  caustic  action  of  the 
chemical.  In  some  establishments  the  needles  are 
left  in  the  cresol  for  about  an  hour,  rinsed,  shaken 
dry  and  when  placed  in  a jar  of  carbolated  vase- 
line to  prevent  rusting.  In  other  establishments, 
needles  are  unsoldered  by  heat  and  discarded  after 
one  day’s  use.  The  operators  claim  that  it  is  more 
economical  to  dispose  of  the  needles,  and  that  they 
are  thereby  assured  of  constantly  sharp  needles, 
which  produce  less  pain  during  the  operation. 

The  needle  bar  and  needles  are  moved  rapidly  up 
and  down  by  the  vibration  of  a support  breached 
across  two  electric  coils  which  form  the  butt  of 
the  pistol.  The  magnetic  coils  operate  in  the  same- 
manner  as  a door  bell  (annunciator)  or  a spark 
coil.  The  rate  of  vibration  is  controlled  by  a rheostat 
which  is  apart  from  the  machine  proper  and  usually 
serves  for  a series  of  such  machines.  Although  the 
machine  is  capable  of  3000  jabs  per  minute,  the  av- 
erage operating  speed  is  around  1000. 

Needles  are  adjusted  so  that  the  skin  is  punctured 
for  an  "intradermal”  instillation  of  the  pigment. 
They  seldom  draw  blood;  according  to  the  opera- 
tors, they  puncture  no  deeper  than  1 32  nd  or 
1 64th  of  an  inch,  to  the  prickle  cell  layer.  This 
is  probably  erroneous,  the  pigment  actually  being 
deposited  in  the  subpapillary  layer  of  the  corium. 
The  sensation  produced  by  the  needle  is  that  of  a 
slight  burn  or  insect  sting. 
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The  dyes  used  for  intradermal  instillations  are 
chiefly  of  vegetable  origin,  except  for  black  and 
red.  The  powdered  dyes  are  made  into  a paste  of 
sufficient  body  to  adhere  with  fluid  consistency  to 
the  needle,  using  water  or  Listerine  as  the  menstruum. 
The  needle  arrangement  is  dipped  into  the  desired 
ctolor  and  the  vibrating  point  traced  about  the  sten- 
cilled design,  the  ink  penetrating  the  skin  only  where 
it  is  punctured. 

After  the  outline  has  been  punched  and  the 
various  artistic  shadings,  blendings  or  fillings  per- 
formed, the  area  of  operation  is  washed  with  a 
sponge  containing  2 per  cent  Lysol  solution,  is 
wiped  dry,  and  carbolated  vaseline  is  rubbed  in,  over 
and  around  the  site.  This  is  lightly  covered  with 
strips  of  new  English  broadcloth  or  Kleenex  at- 
tached to  the  skin  by  strips  of  gummed  paper  and 
the  patient  told  to  "keep  it  covered  until  tomor- 
row.” 

Observations 

The  investigation  revealed: 

( 1 ) The  razor  employed  for  shaving  is  merely 
wiped  dry  after  use  on  one  patron  and  is  considered 
ready  for  use  on  the  next.  No  special  procedure  or 
attempt  to  sterilize  the  razor  between  customers  is 
practiced. 

(2)  The  celluloid  stencil  used  for  transferring 
the  design  is  used  over  and  over  again  without 
cleansing  or  sanitization.  After  use,  the  stencil  is 
merely  wiped  with  a dry  cloth  and  placed  in  a 
cabinet  or  drawer  where  it  is  kept  until  its  use  is 
required  on  a new  patron. 

(3)  Bacteriologic  cultures  were  taken  from  nee- 
dles by  streaking  them  on  human  blood  agar  (5  per 
cent),  and  rinsing  them  into  veal  infusion  and 
Brewer’s  thioglycollate  broth.  In  all  instances  the 
cultures  were  sterile  after  seven  days’  incubation  at 
37.5  C. 

(4)  In  the  past,  dyes  have  been  reported3  to  have 
been  prepared  with  saliva,  urine  or  water.  Investi- 
gation revealed  the  dyes  mixed  in  Listerine4  or  wa- 
ter to  be  bacteriologically  contaminated  in  the  dry 
as  well  as  in  the  suspended  form.  The  addition  of 
1 per  cent  carbolic  acid  to  the  Listerine  (by  volume) 
rendered  the  dyes  sterile  and  did  not  prove  irritating 
upon  application.  The  phenol  acted  as  a skin  an- 
esthetic as  well  as  a bactericide. 

Shie,  Marvin  D.  J.A.M.A.  10:94  Jan.  1928. 

4 Listerine  is  used  by  the  tattooers  primarily  because  it 
possesses  what  they  described  as  ''a  good  clean  antiseptic 
odor.'  ’ 


(5)  It  was  also  noted  that  after  tattooing  an 
area  of  approximately  one  square  inch,  the  excess 
dye  was  wiped  from  the  skin  with  a piece  of  cloth. 
Further  observation  revealed  that  this  cloth  was 
rarely  changed.  "Cultures  taken  on  this  cloth  showed 
it  to  be  highly  contaminated  with  bacteria.  It  was 
suggested  that  paper  napkins  be  used  for  this  opera- 
tion or  that  the  wiping  cloth  or  paper  be  changed 
frequently. 

Summary 

( 1 ) An  investigation  of  tattooing  in  Honolulu 
is  presented. 

(2)  The  methods  employed  by  the  tattooers  are 
described  in  detail. 

(3)  Sterility  tests  were  performed  on  tattooing 
apparatus,  the  instruments  of  which  were  found  to 
be  sterile.  The  dyes  employed  in  tattooing  were 
found  to  be  bacteriologically  contaminated  in  all 
cases.  Preparation  of  the  dyes  in  Listerine  contain- 
ing 1 per  cent  phenol  proved  to  be  adequate  to  con- 
trol sepsis. 

(4)  From  this  investigation  it  was  noted  that 
there  are  inadequate  regulations  for  controlling 
sources  of  infection  as  a result  of  the  procedure 
itself. 

( 5 ) To  further  control  and  curtail  the  chances 
of  infection  from  tattooing,  the  use  of  an  individual 
towel  for  each  patron  in  wiping  the  skin  has  been 
suggested. 

Conclusions 

( 1 ) The  number  of  reports  of  infections  due 
to  tattooing  are  small,  primarily  because  proper 
methods  for  reporting  .such  occurrences  do  not  exist. 
It  is  felt  that  such  complaints  should  be  reported 
and  investigated  as  a public  health  procedure,  and 
that  there  is  a definite  need  for  establishing  regu- 
latory procedures  for  the  tattooing  profession  if  it 
is  permitted  to  flourish. 

(2)  The  methods  now  employed  by  the  tattoo 
artists  in  Honolulu  appear  to  be  aseptic  and  are 
accompanied  by  sufficient  precautionary  measures 
to  reduce  secondary  infection. 
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competent  medical  officers  responsible 
(✓  for  the  health  of  our  armed  forces  have 
seen  to  it  that  every  soldier,  sailor  and  marine 
will  have  the  fullest  protection  against  malaria 
that  modern  methods  can  afford. 
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EDITORIALS 


POLITICS  IN  HEALTH:  II 

Dr.  Richard  K.  C.  Lee,  who  has  been  Deputy 
Commissioner  of  Public  Health  in  the  Territory 
since  July  1937,  accepted  on  July  9,  1943,  the  new- 
ly created  position  of  Director  of  Public  Health. 

Dr.  Lee  is  an  alumnus  of  McKinley  High  School, 
Honolulu,  and  of  the  University  of  Hawaii.  He  is 
a graduate  of  Tulane  Medical  School  in  the  class 
of  1933,  and  he  received  the  degree  of  Doctor  of 
Public  Health  from  Yale  University  in  1938. 

Dr.  Lee  is  the  only  physician  in  the  Territory 
who  could  have  qualified  for  the  position  of  Com- 
missioner of  Public  Health  under  the  recently  and 
regrettably  repealed  law  which  fixed  the  educational 
and  experience  qualifications  for  the  top  position 
in  Hawaii’s  public  health  organization. 

Since  his  association  with  the  Territorial  Board 
of  Health  he  has  at  various  times  served  as  Acting 
Director  of  the  Bureaus  of  Maternal  and  Child 
Health,  Communicable  Diseases,  and  Tuberculosis. 
He  has  served  as  Acting  Territorial  Commissioner 
of  Public  Health  on  many  occasions,  for  over  a 
year  all  told.  He  has  lectured  on  public  health  ad- 
ministration at  the  University  of  Hawaii  annually 
since  1937.  He  is  a member  of  the  American  Public 
Health  Association  and  holds  a reserve  commission 
in  the  United  States  Public  Health  Service. 


Dr.  Charles  L.  Wilbar,  Jr.,  became  President  and 
Executive  Officer  of  the  Hawaii  Territorial  Board 
of  Health  on  June  25,  1943  by  gubernatorial  ap- 
pointment, following  release  from  the  Army. 

A graduate  of  the  University  of  Pennsylvania 
Medical  School  in  the  class  of  1932,  Dr.  Wilbar 
served  a year’s  internship  in  Philadelphia,  followed 
by  a year’s  residency  there  in  pediatrics,  and  a resi- 
dency in  medicine  at  The  Queen’s  Hospital,  Hono- 
lulu. Following  this  he  spent  five  years  in  the  in- 
vestigation and  supervision  of  child  health — three 
in  charge  of  the  Ewa  Health  project  and  two  as 
Director  of  the  Bureau  of  Maternal  and  Child  Health 


of  the  Territorial  Board  of  Health.  He  then  had 
a year’s  postgraduate  training  in  pediatrics  at  Cin- 
cinnati, during  which  he  was  on  leave  of  absence 
from  his  position  with  the  Bureau  of  Maternal  and 
Child  Health.  On  December  13,  1941,  six  months 
after  his  return  to  Hawaii,  he  was  called  into  active 
duty  with  the  Army,  at  first  as  Captain  and  later 
as  Major.  Eight  of  his  eighteen  months  of  Army 
service  were  spent  as  County  Health  Officer  for 
the  County  of  Maui. 

The  above  biographical  sketches  offer  reasonable 
evidence  that  Dr.  Wilbar  has  had  training  and  ex- 
perience which  should  qualify  him  well  as  a ped- 
iatrician; that  Dr.  Lee  has  had  training  and  experi- 
ence which  should  qualify  him  well  as  a public 
health  administrator. 

That  they  are  both  estimable  young  men  of  abili- 
ty and  character  all  who  know  them  will  attest. 

The  law  which  guaranteed  to  the  people  of  Hawaii 
that  the  head  of  their  Board  of  Health  should  be  a 
man  of  superior  education  and  attainments  in  the 
public  health  field  was  killed  by  the  1943  Legisla- 
ture for  reasons  which  have  never  been  made  clear. 

But  that  the  members  of  the  newly  appointed 
Beard  of  Health  recognized  the  importance  of  and 
necessity  for  specialized  training  and  experience,  was 
clearly  indicated  by  their  creation  of  the  position 
of  Director  of  Public  Health  and  their  appointment 
of  Dr.  Lee  to  this  position  at  a salary  commensurate 
with  the  importance  and  responsibilities  of  the  post. 

Dr.  Wilbar  is  responsible  to  the  Governor  of  the 
Territory,  who  appointed  him. 

Dr.  Lee  is  responsible  to  the  Board  of  Health, 
which  apponted  him. 

Whether  an  organizational  set-up  with  two  heads 
and  divided  responsibility  aimed  in  two  directions 
as  indicated  will  work  for  the  good  of  the  people 
of  the  Territory  remains  to  be  seen. 

It  seems  difficult  to  believe  that  any  one  would 
have  planned  it  that  way. 
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OPHTHALMOLOGIC  FEE-SPLITTING 

Fee-splitting — the  practice  whereby  a surgeon 
refunds  a portion  of  his  fee  to  the  physician  who 
referred  him  the  case — is  an  unethical  and  dishon- 
orable procedure.  Few  physicians  indulge  in  it,  and 
no  physicians  openly  approve  of  it  or  acknowledge 
it.  It  is  regarded  as  an  unfair  and  dishonest  means 
of  extracting  an  unnecessarily  large  fee  from  the 
patient — the  proper  charge  for  services  rendered, 
plus  a "tip,”  so  to  speak.  It  goes  without  saying  that 
the  practice  of  splitting  fees  dishonors  the  man  who 
receives  the  "tip”  as  much  as  him  who  gives  it. 
Both  ends  of  the  stick  are  dirty. 

Yet  this  reprehensible  system  continues  to  exist 
and  flourish,  in  a thinly  disguised  form,  among 
many  physicians  who  do  not — for  some  reason — 
regard  themselves  as  unethical  by  reason  of  their 
participation  in  it.  The  "tip”  is  a fixed  portion — 
usually  20  to  40  per  cent — of  the  price  of  a pair 
of  glasses;  it  is  collected  from  the  patient  by  the 
optician,  and  paid  by  him  to  the  ophthalmologist 
who  performs  the  refraction.  Only  the  optician  and 
the  doctor  know  about  this  aspect  of  the  trans- 
action; presumably  both  realize  that  the  patient 
wouldn't  like  it.  He  might  consider  that  it  was  unfair 
for  them  to  pretend  that  this  "tip”  was  part  of 
the  price  of  the  glasses;  he  might  even  feel  that  it 
was  in  the  nature  of  a bribe  paid  to  the  physician  to 
induce  him  to  send  more  patients  to  that  particular 
optician  to  have  glasses  made. 

Physicians  who  participate  in  this  share-the-pro- 
fits  plan  attempt  in  various  ways  to  justify  them- 
selves. A frequent  defense  runs  about  as  follows:  a 
doctor  is  entitled  to  sell  glasses  to  the  patient  at 
a reasonable  profit,  just  as  he  is  entitled  to  sell 
the  patient  medicine  at  a reasonable  profit;  the  fact 
that  an  optical  company  is  willing  to  undertake 
the  work  of  selling  them,  and  still  turn  part  of  the 
profit  over  to  the  doctor,  makes  no  difference  in 
the  propriety  of  the  doctor’s  pocketing  the  profit 
in  question.  Like  all  similar  arguments,  this  is  sub- 
ject to  a simple  criterion  of  validity:  is  the  ophthal- 
mologist being  paid  this  profit  for  services  rendered 
to  the  patient ? Clearly,  the  answer  is  no.  He  is  being 
paid  it  for  services  rendered  to  the  optician — for 
sending  the  patient  to  that  particular  optician  to 
have  the  glasses  made.  It  is  just  a split  fee — a bribe 
— and  the  patient  is  the  one  who  suffers  by  it. 

This  deplorable  system  serves  no  purpose  except 
the  dubious  one  of  secretly  increasing  a physician’s 
income  a little.  It  is  not  necessary  in  any  sense  of  the 
word.  It  stands  condemned  out  of  the  mouths  of  the 
ophthalmologists  themselves,  by  the  following  re- 
solutions adopted  in  Chicago  in  1924: 
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RESOLVED,  That  it  is  the  sense  of  the  Section  on 
Ophthalmology  of  the  American  Medical  Asociation 
that  we  deprecate  the  selling  of  glasses  by  the  oph- 
thalmologist to  his  patients  in  communities  where 
the  services  of  reliable  dispensing  opticians  are  ob- 
tainable, and 

RESOLVED,  That  the  acceptance  of  commissions 
or  considerations,  either  directly  or  indirectly,  from 
the  opticians  and  optical  houses,  from  the  sale  of 
glasses,  is  absolutely  contrary  to  all  our  standards 
of  medical  ethics  and  is  just  as  reprehensible  as  the 
splitting  of  fees. 

The  persistence  of  the  system  among  certain 
Honolulu  eye  specialists  in  particular  stands  con- 
demned by  the  decision  of  the  Committee  on  Forms 
of  Medical  Practice  of  the  Honolulu  County  Med- 
ical Society,  which  in  1932  affirmed  the  above 
resolution  in  their  published  report  of  that  year. 

It  may  be  partly  as  a result  of  this  resolution  that 
a few  ophthalmologists  no  longer  participate  in  this 
unethical  practice.  There  are  enough  such  men  to 
permit  a few — a very  few — conscientious  opticians 
to  follow  suit.  It  is  on  these  that  the  heavy  burden 
falls;  they  pay  the  price  of  lessened  business  for 
their  honesty,  because  so  many  ophthalmologists 
will  send  their  patients  only  to  the  optician  who 
pays — or  bribes — them  to  do  so. 

The  job  of  cleaning  up  this  situation  falls  squarely 
on  the  shoulders  of  the  medical  profession  in  general 
and  the  ophthalmologists  in  particular;  all  they  need 
do  is  to  refuse  to  accept  the  proffered  bribe.  The 
optician  will  then  no  longer  need  to  make  the  extra 
charge  to  the  patient,  and  the  whole  system  will 
collapse.  The  issue  is  perfectly  clear;  it  remains  only 
to  be  seen  whether  it  will  be  met. 


ARMY-NAVY  “E”  AWARD  TO  DON  BAXTER. 

INC. 

Don  Baxter,  Inc.,  recently  received  the  Army- 
Navy  "E”  Award  for  great  accomplishment  in  the 
production  of  intravenous  solution  and  blood  plasma 
equipment  for  the  Armed  Forces. 

Colonel  Robert  Skelton  (MC),  Commanding  Of- 
ficer of  the  San  Francisco  Army  Medical  Depot,  made 
the  Award  Presentation  Address.  Commander  Cory- 
don  M.  Wassell,  (MC)  USNR,  addressed  the  audi- 
ence and  presented  the  "E”  lapel  pins  to  the  emplo- 
yees. 

This  is  the  first  Army-Navy  "E”  to  be  awarded  to 
a Western  manufacturer  of  medical  supplies.  Don 
Baxter,  Inc.,  was  the  first  manufacturer  of  ready-to- 
use  intravenous  solutions. 
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From  research  laboratory  and  production  line  more  than  fifty 
different  therapeutic  and  prophylactic  products  are  included 
in  Lederie’s  steadily  growing  contribution  to  the  war  effort. 


Sulfonamide  Tablets 
m soldiers'  kits. 


Tetanus  Toxoid for  the  production 
of  active  immunity  to  tetanus. 


Life-saving  Blood  typing  for  every 

blood  plasma.  soldier’s  identification  tag. 
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CARITOL 


Highly  efficacious  vitamin  A preparation  including 
carotene  (pro-vitamin  A).  Biological  activity  uniquely 
protected  with  mixed  tocopherols. 

For  use  as  a supplement  for  infants  or  adults,  and 
for  the  treatment  of  frank  deficiencies  of  vitamin  A. 


Since  there  is  abundant  evidence  in  nature  that  both 
carotene  and  vitamin  A are  essential,  CARITOL, 
combining  these  two.  is  the  preparation  of  choice 
when  vitamin  A is  required  for  therapy  or  as  a 
dietary  supplement  for  infants  and  adults. 

Experience  shows  that  mixed  tocopherols  will  pro- 
tect the  vitamin  A potency  before  and  throughout 
the  period  of  administration,  in  the  intestinal  tract, 
and  that  they  aid  in  the  protection  of  vitamin  A 
stores  in  the  liver. 


CARITOL*  Capsules  SMACO*. 
bottles  of  100 

CARITOL  with  Vitamin  D Capsules 
SMACO,  bottles  of  100 
CARITOL  with  Vitamin  D Liquid 
SMACO,  bottles  of  10  cc. 


Literature  and  trial  quantities  upon  request. 


Copyright,  1943  by  S.  M.  A.  Corporation,  Chicago,  Illinois  Trademark  Reg.  U.  S.  Pat.  Off. 


PROGRESS  IN  INTERNAL  MEDICINE 


DENGUE  FEVER 

Dengue  fever,  quiescent  since  1912  in  Hawaii,  has 
suddenly  made  its  appearance  in  Honolulu  in  the 
last  few  weeks.  Physicians  mention  having  seen  a 
typical  case  from  time  to  time  in  the  past  thirty 
years,  but  there  were  no  cases  reported  officially. 

Name 

Dengue  fever  is  well  known  by  many  synonyms, 
most  of  which  describe  the  prominent  symptoms, 
as  for  instance  broken  heart,  broken  wing,  seven-day 
fever,  and,  more  commonly  to  us,  breakbone  fever1. 
Lv,-.  „lly  and  very  characteristically  in  times  past  it 
has  been  called  boo-hoo  fever,  because  of  the  emo- 
tional depression  which  is  so  frequently  encountered 
as  to  be  almost  pathognomonic. 

Actually  there  is  some  speculation  as  to  the  origin 
of  the  name  dengue.  I prefer  the  generally  accepted 
theory  that  dengue  is  a corruption  of  the  Spanish 
word  dangucro  as  used  by  the  natives  of  St.  Thomas 
in  the  Virgin  Islands,  where  I first  saw  dengue  fever. 
There  they  referred  to  one  afflicted  with  a bad  back- 
ache, who  tended  to  walk  on  the  balls  of  the  feet, 
as  a Spanish  dandy  or  danguero. 

Epidemiology 

Dengue  was  first  observed  by  Boylon  in  Java  in 
1799-’.  It  appears  to  occur  throughout  the  tropical 
and  subtropical  countries  of  the  world  in  endemic 
or  epidemic  form,  in  fact,  wherever  the  Aedes  aegypti 
or  Aedes  albopictus  mosquitoes  exist,  so  that  in  the 
past  epidemics  have  spread  up  into  North  America. 
Manson  states  that  about  every  twenty  years  one 
can  expect  an  epidemic  or  pandemic  of  dengue.  As 
the  records  are  reviewed,  this  statment  in  general 
appears  to  be  fairly  true,  with  gradually  lengthening 
intervals.  Here  in  Hawaii  we  have  gone  half  again 
as  long  between  epidemics. 

Perhaps  some  of  the  best  work  on  mosquito  trans- 
mission was  done  by  Siler1  in  1926  in  the  Philippines, 
when  he  demonstrated  that  a mosquito  biting  a pa- 
tient in  the  late  incubative  stage,  within  a few  hours 
before  the  onset  of  fever,  or  during  the  first  three 
days  of  the  illness,  could  become  infected.  In  turn, 
the  mosquito  would  be  infective  after  eight  to  eleven 
days  and  remain  so  for  the  rest  of  its  life — up  to 
about  ninety  days.  Culex  fatigans  may  transmit  the 
virus  mechanically,  but  this  mechanism  is  so  ineffi- 
cient as  to  be  of  but  slight  practical  importance. 


Simmons5  experimentally  worked  out  the  incuba- 
tion period  of  dengue  fever  on  newly  arrived  troop 
volunteers  in  the  Philippines.  He  found  this  to  be 
from  three  to  thirteen  days,  the  average  in  approx- 
imately 80  cases  being  five  and  six-tenths  days.  He 
found,  in  1928  and  again  in  1931,  that  monkeys  in 
the  endemic  areas  could  not  be  infected,  whereas 
those  obtained  from  elevations  above  4,000  feet,  or 
other  areas  where  dengue  did  not  exist,  were  found 
to  be  susceptible.  This  seems  to  correspond  fairly  well 
with  the  human  immunity.  Certainly  there  are  those 
who  appear  to  have  recurrent  attacks  of  dengue  in 
diminishing  severity.  However,  in  an  endemic  area 
usually  the  newcomers  become  afflicted.  Six  or  seven 
years  ago  in  the  Virgin  Islands  newcomers  were 
warned  that  they  could  expect  to  come  down  with 
dengue  fever  in  the  first  several  weeks  after  arrival, 
and  usually  did,  but  no  one  thought  much  about 
the  matter.  Nevertheless,  it  was  rare  to  see  a case 
among  the  native  population. 

Clinical  Aspects 

Anyone  who  has  had  typical  dengue  fever  cannot 
mistake  it.  The  patient  does  not  merely  suffer  from 
the  malaise  of  influenza  or  a cold,  nor  the  pain  of 
any  localized  neuritis  or  myositis.  Typically,  the  onset 
is  acute,  and  in  a few  hours  the  full  symptoms  have 
developed,  although  the  fever  may  not  reach  its  max- 
imum height  for  twenty-four  hours.  Sudden  pain  of 
the  ocular  muscles  with  any  movement  of  the  eye- 
balls is  often  the  prodromal  symptom,  followed  by 
aching  of  all  the  large  muscles,  markedly  aggravated 
by  any  motion  which  tends  to  stretch  them.  Thus 
the  name  breakbone  fever;  or  the  comparison  of  the 
gait  of  one  so  afflicted  to  a dandy  because  he  seems 
to  walk  mincingly  or  on  tiptoe,  with  his  legs  partly 
flexed  and  his  torso  bent  slightly  forward  in  an  at- 
tempt to  avoid  an  undue  stretching  of  the  muscles. 

The  mental  depression  accompanying  the  disease 
is  a fairly  constant  finding  and  is  probably  due  to  the 
continued  aches  and  pains,  which  frustrate  mind  and 
soul.  Unlike  those  of  influenza,  colds  and  other  minor 
ailments,  these  aches  and  pains  are  alleviated  very 
little  by  the  salicylates. 

The  temperature  in  dengue  is  often  a saddleback 
curve,  usually  rising  within  twenty-four  hours  to  a 
maximum  of  103-104  F.,  taperingoff  gradually  in 
three  or  four  days,  frequently  to  rise  again  to  about 
102  F.  Following  this,  there  is  often  a rapid  drop  to 
normal  and  a rapid  recovery. 
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The  terminal  rash,  which  is  usually  macular,  some- 
what resembles  that  of  German  measles.  It  is  not  of 
much  diagnostic  help  except  in  retrospect  for  it  oc- 
curs most  frequently  after  the  termination  of  the 
fever  when  the  patient  is  clinically  well.  In  the  West 
Indies  I have  observed  the  rash  in  patients  several 
days  after  complete  clinical  recovery.  Most  typical 
is  the  rash  which  involves  the  palms  and  soles  with 
rather  marked  pruritus  and  desquamation  after  sev- 
eral days.  The  severity  of  the  rash  and  even  its  ap- 
pearance is  quite  variable,  however,  though  some  rash 
occurs  in  about  80  per  cent  of  cases.  Often  the  rash 
is  only  a mottling  of  the  skin  with  some  pruritus  of 
the  hands  and  feet. 

Convalescence  is  often  short  and  the  symptoms 
usually  disappear  almost  as  rapidly  as  they  appeared; 
prolonged  asthenia  and  debility,  so  characteristic  of 
some  epidemics,  has  not  been  a feature  of  the  current 
Honolulu  flareup. 

There  is  little  aid  to  be  obtained  from  the  labora- 
tory, the  leucocyte  count  being  the  only  help.  There 
is  usually  a leucopenia,  often  as  low  as  2,000,  by  the 
third  day.  Some  texts  mention  the  appearance  of  a 
relative  lymphocytosis,  but  in  my  experience  it  has 
not  been  observed  very  often.  The  initial  leucocyte 
counts  are  very  frequently  well  within  normal  range; 
a leucocytosis  would  probably  suggest  some  other  or 
concurrent  disease. 

Were  it  not  for  the  more  serious  implications  of  a 
dengue  epidemic,  it  might  even  be  desirable  to  have 
one,  thus  affording  the  service  personnel  an  oppor- 
tunity to  develop  at  least  partial  immunity  to  the 


disease  here  in  Hawaii  under  more  favorable  condi- 
tions for  coping  with  the  illness  than  would  be  the 
case  at  a South  Pacific  battle  front. 

Jarcho0  , however,  in  the  May,  1943  issue  of  "War 
Medicine,”  points  out  that  dengue  fever  is  transmit- 
ted chiefly  by  the  same  mosquito  which  transmits 
yellow  fever,  so  that  a community  wherein  dengue 
can  develop  is  also  able  to  support  an  epidemic  of 
yellow  fever.  A campaign  to  eliminate  the  Aedes 
aegypti,  therefore,  not  only  is  desirable  for  the  pur- 
pose of  reducing  the  incidence  of  such  a temporary 
ailment  and  ridding  the  community  of  a few  more 
annoying  mosquitoes,  but  it  is  to  be  heartily  rec- 
ommended in  order  to  decrease  the  possibility  of  so 
serious  a public  health  hazard  as  yellow  fever. 
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Upjohn 


Diethylstilbestrol  Perles 


Rapid  relief  from  vasomotor  and  mental  symptoms  of  the  menopause  depends  on 
careful  control  of  dosage.  With  Upjohn  Diethylstilbestrol  Perles  this  dosage  control  is 
easy,  flexible.  For  oral  use  there  are  now  four  Perles  in  different  strengths  from  which 
to  choose.  Each  Perle  is  color-coded.  It  bears  a bright,  quickly-identified  color  which 
helps  the  physician  and  the  dispensing  pharmacist  to  recognize  the  potency-Hight 
green,  0.1  mg.;  green,  0.25  mg.;  blue-green,  0.5  mg.;  blue,  1.0  mg. 

Upjohn  Diethylstilbestrol  Perles  are  indicated  wherever  an  estrogenic  effect  is 
desired.  They  have  been  found  of  particular  value,  not  only  during  the  menopause, 
but  in  senile  vaginitis,  in  gonorrheal  vaginitis,  and  in  relieving  or  preventing  painful 
engorgement  of  the  breasts  during  suppression  of  lactation. 

"The  therapeutic  use  (of  Diethylstilbestrol)  has  been  demonstrated  to  be  effec* 
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tive  for  all  those  conditions  recognized  to  respond  to  the  natural  estrogens."  N.  N.  R. 


Upjohn  Diethylstilbestrol  Perles  are  available  in  each 


of  the  four  potencies  in  bottles  of  100  and  500 
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RECENT  ADVANCES  IN  SURGERY 


FIVE-YEAR  CURE  OF  CARCINOMA  OF 

STOMACH  WITH  REGIONAL  METASTASES 

About  six  and  a half  years  ago  an  eccentric  old 
man  of  good  means  came  to  my  office  with  a series 
of  roentgenograms  of  his  stomach  taken  at  monthly 
intervals  over  a period  of  approximately  a year.  He 
had  already  gone  to  a number  of  good  surgeons  and 
wanted  another  opinion  before  subjecting  himself 
to  operation.  The  roentgenograms  showed  unequi- 
vocal evidence  of  gastric  carcinoma.  A month  later 
he  returned,  and  after  a thorough  check-up  a sub- 
total gastrectomy  was  done. 

Almost  five  years  later,  after  a fairly  active  and 
comfortable  life,  he  succumbed  to  self-inflicted 
barbiturate  poisoning.  Necropsy  showed  no  evidence 
of  carcinoma  anywhere. 

Report  Of  Case 

History. — T.  K.,  a Japanese  man,  aged  61  years, 
was  first  seen  on  February  7,  1937,  with  epigastric 
discomfort  of  approximately  eighteen  months’  dura- 
tion. His  family  history  wras  of  no  significance.  A 
chronic  alcoholic  for  many  years,  he  had  been  treated 
for  gonorrhea,  off  and  on,  for  thirt  years.  Within 
the  past  four  years  lie  had  been  subjected  to  four 
abdominal  operations,  the  first  for  the  removal  of  a 
chronically  inflamed  appendix  and  the  second  for  a 
complicating  peritonitis  which  required  drainage.  In- 
cisonal  hernia  developed  at  the  drainage  site  and  two 
unsuccessful  attempts  to  repair  the  defect  were  made 
by  the  same  surgeon.  When  in  September  1935  he  be- 
gan, to  experience  anorexia  and  vague  epigastric 
discomfort,  particularly  after  meals,  his  physician 
attributed  the  symptoms  to  the  incisional  hernia.  By 
May  1936  the  symptoms  were  worse  and  were  accom- 
panied by  a feeling  of  fullness  after  small  meals. 
For  about  three  months  there  had  also  been  vague 
epigastric  pain,  particularly  after  ingestion  of  solid 
food,  and  he  had  been  forced  to  take  soft  food  in 
small  amounts  with  a consequent  loss  of  weight. 
From  May  1936  to  February  1937,  gastric  roentgeno- 
grams were  taken  every  two  months. 

Laboratory  Examinations:  Erythrocytes,  3,620,000, 
with  80  per  cent  hemoglobin;  normal  leucoyte  count. 
Negative  Wasserman  and  Kahn.  Urine  normal.  Gas- 
tric analysis  showed  achylia  and  traces  of  lactic  acid 
and  occult  blood. 

X-ray  Studies: — Roentgenograms  of  the  stomach 
were  taken  in  May,  July,'  September  and  November 
of  1936  and  in  February  and  March  of  1937.  The  fill- 
ing defect  on  the  first  plate  was  seen  in  the  lesser  cur- 
vature just  above  the  pylorus  and  extended  upwards 
for  a distance  of  about  1%  inches;  on  the  last  plate, 
which  was  taken  after  the  administration  of  atropine, 
a considerable  defect  was  seen  in  the  pyloric  region 
involving  the  lesser  as  well  as  the  greater  curvatures. 
The  progressive  nature  of  the  growth  is  wrell  illus- 
trated in  the  roentgenograms. 


Follow-up  series  of  gastric  roentgenograms, 
taken  postoperatively  at  three  months,  two  and  a 
half  years,  and  three  years  and  eight  months,  showed 
the  remaining  stomach  progressively  increasing, 
mainly  in  the  long  axis,  by  a total  of  2 inches  in  the 
last  films.  Regurgitation  into  the  proximal  segment 
was  not  see  in  any  of  the  plates. 

Operation:  — (March  31,  1937)  Under  avertin  (80 
mgm)  supplemented  with  gas  and  ether,  the  peritone- 
al cavity  was  opened  through  a high  left  rectus  in- 
cision. Many  dense  peritoneal  adhesions,  the  result  of 
previous  peritonitis,  -were  encountered.  The  growdh 
was  located  in  the  lower  segment  of  the  stomach.  The 
liver  was  enlarged,  but  there  was  no  gross  evidence 
of  metastases  to  it,  or  to  the  rectal  shelf  or  general 
peritoneal  cavity,  except  the  subpyloric  lympth  nodes, 
some  of  which  were  enlarged,  hard,  and  white  and 
gritty  upon  being  cut.  Nodes  along  the  lesser  curva- 
ture were  enlarged  but  no  gross  evidenc  of  metases 
wras  found  in  them.  After  detaching  the  omentum 
from  the  transverse  colon,  the  duodenum  and  stomach 
were  mobilized  writh  some  difficulty  because  of  ad- 
hesions. Block  dissections  of  the  regional  lymph  nodes 
were  carefully  done  in  the  gastro-colic  and  hepato- 
gastric regions.  The  hepato-gastric  ligament  was 
divided  close  to  the  liver.  The  duodenum  was  clamp- 
ed and  divided  about  2 inches  from  the  pylorus,  and 
the  stomach  was  excised,  removing  about  nine-tenths 
of  the  lesser  curvature  and  about  two-thirds  of  the 
greater  curvature,  wrell  beyond  the  visible  growing 
edge  of  the  tumor.  End-to-side  gastrojejunostomy  wras 
performed,  utilizing  the  entire  gastric  opening, 
through  the  post-colic  route.  The  transverse  mesocolon 
was  so  thickened  and  shortened  that  no  atempt  wras 
made  to  suture  it  to  the  gastric  stump.  Immediate 
post-operative  condition  was  good. 

Pathologist’s  Report: — “Pyloric  portion  of  stomach 
measures  9 cm.  along  the  lesser  curvature  and  12.5 
cm.  on  the  greater  curvature.  Approximately  2.5  cm. 
of  the  duodenum  is  attacked.  There  is  omentum  with 
the  specimen.  All  along  the  greater  curvature  there 
are  enlarged  lymph  nodes,  the  largest  of  which  meas- 
ures 1.2  x 1.6  x 1 cm.  Some  of  these  lymph  nodes  have 
been  converted  into  carcinomatous  masses.  The 
specimen  has  already  been  opened.  Along  the  lesser 
curvature  there  is  a large  ulcer,  6x4  cm.  Its  edges 
are  very  redundant.  The  base  of  the  ulcer  is  very 
nodular  and  is  covered  with  grayish  necrotic  exudate. 
Its  serosal  aspect  is  hemorrhagic  and  nodular  so  that 
the  malignancy  has  reached  this  surface.  The  sur- 
rounding gastric  mucosa  is  injected  and  covered 
with  purulent  mucoid  exudate. 

Microscopic  Diagnosis: — Infiltrating  adeno-car- 

cinoma  of  the  stomach  wTith  metastases  to  the  lymph 
nodes.” 

Progress: — The  post-operative  course  was  smooth 
for  two  wreeks;  the  wound  healed  per  primum  and 
the  patient  was  up  and  about  on  the  fourteenth  day. 
Two  days  later,  after  a hot  bath  and  a stroll  in  the 
hospital  grounds  against  his  nurse’s  advice,  he  con- 
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traded  an  acute  upper  respiratory  infection  which 
resulted  in  pneumonia.  Recovering  from  this  con- 
dition, he  remained  well,  enjoying  fairly  normal 
meals  and  activity  managing  and  directing  a manu- 
facturing plant  until  the  end  of  March,  1942. 

On  this  date,  the  patient  terminated  his  life  by 
taking  barbiturates.  Autopsy  showed  on  evidence  of 
recurrence,  grossly  or  microscopically. 

Nature's  effort  to  compensate  for  the  lost  stomach 
after  an  end-take-toside  anastomosis  of  the  jejunum 
to  the  stamp  of  the  stomach  was  demonstrated  in  the 
follow-up  roentgenograms  which  showed  an  increase 
in  size,  chiefly  by  elongation.  To  a lesser  extent  this 
compensatory  change  was  noted  in  the  necropsy 
specimen.  About  5 inches  of  the  jejunum  distal  to 
the  stomach  had  undergone  a spindle-shaped  enlarge- 
ment to  take  up  part  of  the  lost  function  of  the 
stomach.  Above  the  stomach  the  jejunum  and.  duo- 
denum were  of  normal  size  and  appearance.  The 
stomach  were  definitely  narrowed,  particularly  at  the 
lesser  curvature,  preventing  regurgitation  of  the 
stomach  contents  into  the  upper  segment  and  pre- 
venting to  rapid  emptying  into  the  lower  segment 
of  bowel.  The  mucosa  of  the  stomach  presented  a 
few  hypertrophic  rugae  running  toward  a smooth 
low  ridge  representing  the  boundary  line  between 
the  stomach  and  jejunal  walls.  The  latter  showed  its 
usual  rugae  except  that  they  appeared  atrophic. 

Discussion 

Carcinoma  of  the  stomach  is  a curable  disease 
provided  it  is  recognized  and  can  be  removed  by 
wide  excision.  In  the  case  described  the  tumor  was 
permitted  to  grow  for  almost  a year  before  removal 
and  the  excision  was  done  when  there  was  already 
extension  to  regional  lymph  nodes  and  the  serosal 
surface  of  the  stomach.  Five  years  later,  however, 
there  was  at  necropsy  no  sign  of  either  local  or  dis- 
tant recurrence. 

Early  recognition  and  complete  removal  of  the 
growth  are  the  aims  of  surgical  treatment  for  car- 
cinoma anywhere.  In  1895  Halsted  set  the  mark 
for  surgeons  to  strive  for  in  the  surgical  treatment 
of  breast  carcinoma.  The  principles  Halsted 
taught  and  Finney  practiced  regarding  carcinoma 
surgery  should  be  thoroughly  understood  and  prac- 
ticed, if  reasonably  good  results  are  to  be  obtained 
in  the  surgical  cure  of  cancer  of  stomach.  It  is  not 
sufficient  to  have  a patient  living  for  two  or  three 
years  after  partial  or  total  extirpation  of  the  stomach 
for  carcinoma;  the  percentage  of  five  years  cures  at 
best  is  about  39.5  per  cent  (Gatewood)  for  all  types, 
and  20  per  cent  for  those  with  regional  lymphatic 
metastases.  Finsterer,  Balfour,  and  Walton  record 
similar  figures. 

Probably  it  is  unfortunate,  although  true,  that  sur- 
geons frequently  attack  carcinoma  of  the  stomach 
in  a confused  state  of  mind.  It  is  not  sufficient  to 
remove  the  diseased  portion  of  the  stomach:  the 
growth  must  be  removed  as  widely  as  possible  in  the 
best  manner — thoroughly,  neatly,  and  with  dispatch. 

Carcinoma  of  the  stomach  must  be  respected  as 
much  as  if  not  more  than  carcinoma  of  the  breast. 
The  growths  in  the  stomach,  unlike  those  in  the 
breast,  are  closer  to  the  regional  lymph  nodes,  thinly 


barricaded  by  fat  and  not  at  all  by  muscles  and  fas- 
cial tissues.  The  mucosal  and  serosal  surfaces  are  pos- 
sible fields  for  implantation,  the  former  during  sec- 
tioning and  suturing  and  the  latter  at  any  time,  for 
a cancer  cell  grows  easily  on  raw  as  well  as  peritoneal 
surfaces.  The  growth  should  be  removed,  therefore, 
with  the  widest  margin  possible,  not  piece-meal  but 
in  toto,  without  manipulation  or  squeezing  of  the 
cancer  cells  during  the  process  of  removal.  Maulipg 
and  unnecessary  dull  dissections  frequently  lead  to 
bleeding  and  possible  spilling  of  cancer  cells  over 
the  peritoneum.  The  great  omentum  is  detached 
from  the  transverse  colon. 

Beginning  the  dissection  in  an  area  away  from 
the  growth,  as  advocated  by  Sir  Hugh  Devine,  is 
proper;  whether  the  growth  is  located  at  the  fundic 
or  at  the  pyloric  end,  it  is  logical  to  start  the  opera- 
tion at  the  opposite  end.  At  least  2.5  cm.  of  the  un- 
stretched duodenum  should  be  removed  if  the  growth 
is  located  in  the  pyloric  end  of  the  stomach.  Nine- 
tenths  of  the  lesser  curvature  of  the  stomach  is  al- 
most always  sacrificed.  The  loose  areolar  tissues, 
particularly  in  the  hepato-duodenal  and  pyloro- 
duodeno-colic  regions  where  the  supra-duodenal, 
supra-pyloric  and  the  subpyloric  nodes  are  located, 
should  be  carefully  dissected  out  en  masse  with  the 
duodenum  and  pylorus,  and  particular  care  should 
be  taken  not  to  lacerate  them  in  the  process,  since 
they  are  the  most  common  sites  for  local  metastases. 
The  wider  the  excision  without  spilling,  the  better 
the  chance  of  cure. 

The  detachment  of  the  great  omentum  from  the 
transverse  colon  after  the  manner  of  Hey  Groves 
(1910)  is  practiced  by  the  majority  of  surgeons  to- 
day. Collapsing  of  the  stomach,  as  advised  by  Devine, 
and  mobilization  of  the  duodenum,  at  times  helps 
in  the  wide  excision  of  the  carcinomatous  tissues. 
Preliminary  washing  of  the  stomach  by  means  of  the 
levine  tube;  feeding  of  sterile  liquids  as  advised  by 
Finney,  and  the  oral  administration  of  sulfasuxidine 
or  sulfaguanidine  pre-and  postoperatively,  help  to 
keep  down  the  gastrointestinal  flora  and  aid  a 
smoother  postoperative  course.  The  writer  no  longer 
practices  the  routine  passing  of  a nasal  tube  through 
the  anastomotic  stoma,  reserving  its  use  for  those 
cases  in  which  technical  difficulty  is  encountered 
in  the  mobilization  of  the  carcinomatous  organ, 
which  makes  hemostasis  and  cleanliness  uncertain 
and  imperfect.  Such  instances  are  only  rarely  en- 
countered. Patients  are  more  comfortable  without 
the  tube  and  when  oral  liquids  are  restricted  for  one 
or  two  days,  distention  does  not  follow  since  very 
little  air  is  swallowed. 

Summary 

A case  of  apparent  five-year  cure  of  adenocarcino- 
ma of  the  stomach  by  surgery,  confirmed  at  autopsy, 
is  reported,  and  the  technical  aspects  of  gastrectomy 
for  carcinoma  are  discussed.  - 
Shoyei  Yamauchi,  M.  D. 

45  N.  Vineyard  Street 
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when  rest  has  been  unsuccessful 


The  vasodilator  action  of  Erythrol  Tetra- 
nitrate  suggests  it  as  an  adjunct  to  rest 
and  other  measures  when  these  have  been 
unsuccessful  in  controlling  arterial  hyper- 
tension. Producing  a vasodilatation  which 
persists  for  several  hours,  following  the 
administration  of  a single,  therapeutically 
effective  dose,  Erythrol  Tetranitrate 
causes  a reduction  in  blood  pressure  suffi- 
ciently prolonged  so  that  administration 
three  times  daily  may  maintain  the  re- 


duction. It  may  be  prescribed  over  a pro- 
tracted period  with  sustained  effect. 

By  dilating  the  peripheral  arterioles,  Ery- 
throl Tetranitrate  tends  not  only  to  de- 
crease stress  of  excessive  pressure  on  ar- 
terial walls,  but  also  to  relieve  the  burden 
on  the  heart.  Although  the  causative  mech- 
anism remains  unaltered,  a more  favor- 
able circulatory  condition  is  established. 
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CLINICO-PATHOLOGIC  COMMENT 


NOTES  ON  A JOURNEY 

On  my  recent  trip  to  the  mainland  to  take  the 
"Boards,”  I visited  laboratories  in  New  York,  Cleve- 
land and  Chicago. 

While  in  New  York  City  I had  the  pleasure  of 
meeting  Dr.  Abner  I.  Weisman  and  observed  his 
technique  of  injecting  frogs  with  urine  for  a new 
pregnancy  test.  New? — almost  ten  years  old  now. 
Dr.  Weisman  has  perfected  this  frog  test  with  modi- 
fications to  such  a point  that  he  now  feels  it  is 
superior  to  the  Friedman  test.  In  over  600  cases  he 
has  not  had  a single  false  positive.  There  were  two 
false  negatives  but  these  were  with  urines  collected 
too  early  in  pregnancy;  one  week  later  they  were 
both  positive.  The  test  is  very  simple  and  the  results 
are  obtained  in  from  six  to  eighteen  hours.  The  ani- 
mal is  the  female  (of  course)  African  clawed  frog, 
more  formally  known  as  the  Xenopus  laevis  Daudin. 
Urine  is  concentrated  with  acetone  and  injected  into 
the  dorsal  lymph  sac.  This  latter  process  is  a little 
tricky  as  is  the  handling  of  the  slippery  frog.  If  the 
urine  is  positive,  the  frog  deposits  her  eggs.  These 
are  readily  recognized.  A small  quantity  of  these 
frogs  have  recently  arrived  and  the  technique  is  being 
checked. 

In  New  York,  too,  I examined,  thru  the  courtesy 
of  Drs.  Jaffe  and  Lichtenstein,  their  microscopic 
preparations  of  bone  tumors.  The  better  part  of  an 
afternoon  was  spent  on  material  these  two  men  had 
collected  and  studied  for  several  years.  I would  have 
liked  a month.  Most  institutions  do  not  have  an  ade- 
quate quantity  of  bone  pathology  so  that  this  oppor- 
unity  was  welcomed. 

In  Cleveland  I visited  my  former  chief  Dr.  B.  S. 
Kline  and  his  assistant,  Dr.  Anna  Mae  Young,  and 
also  saw  Dr.  Harry  Goldblatt  at  Western  Reserve 
University.  In  his  final  address  as  President  of  the 
American  Society  of  Clinical  Pathology,  Dr.  Gold- 


blatt expounded  on  the  sad  fact  that  experimental 
medicine  is  being  woefully  neglected  by  those  whose 
primary  job  it  is  to  conduct  investigative  work, 
namely  the  pathologists.  There  are  too  many  case 
reports  and  case  collections.  Doctors  are  too  prone 
to  beg  off  with  the  lack  of  space  and  material  as  an 
excuse. 

Dr.  Goldblatt  selected  one  year  of  publications  in 
the  Journal  of  the  American  Society  of  Clinical 
Pathologists  and  analyzed  these  papers  with  respect  to 
content.  Out  of  445  papers  which  were  published  by 
329  members  only  28  were  of  an  experimental  nature. 
These  were  published  by  1 8 authors.  There  was  a total 
membership  of  746.  Indeed,  the  pathologist  is  lying 
down  on  the  job. 

In  Chicago  at  the  meeting  of  the  American  Society 
of  Clinical  Pathology  there  was  an  excellent  sym- 
posium on  cirrhosis  of  the  liver.  The  material  pre- 
sented was  considerable  and  will  form  the  subject  for 
a future  column.  There  were  also  fine  talks  on  the 
pathology  of  trichinosis  by  Dr.  S.  E.  Gould  of  Eloise, 
Michigan,  and  on  plasma  transfusions  in  medical 
cases  by  the  well-known  Dr.  Max  M.  Strumia,  who 
was  given  the  Ward  Burdick  award  by  the  Society 
for  outstanding  research. 

There  were  several  exhibits;  the  best  attended  was 
that  of  the  Rh  factor  by  Dr.  Davidsohn — and  as 
a result  he  was  the  hardest  working  man  present. 

I had  an  opportunity  to  see  there  the  Techniscope. 
This  instrument  permits  ten  persons  to  look  at  one 
slide  simultaneously  just  as  though  they  were  looking 
through  individual  microscopes.  This  instrument  can 
also  be  used  for  projection  and  photography. 

On  the  last  day  of  the  meeting  a fine  seminar  on 
tumors  of  the  central  nervous  system  was  conducted 
by  Dr.  Percival  Bailey. 

Louis  Hirsch,  M.  D. 
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THE  NEW  FILM 


A FULL  COLOR  MOTION  PICTURE,  WITH  SOUND 

Is  now  available,  gratis,  to  any  interested  med- 
ical groups,  (civilian  or  service),  for  showing, 
in  Hawaii. 


The  Production  is  made  possible  by  a grant  from 
JOHN  WYETH  & BROTHER,  INC.,  PHILADELPHIA. 


The  alarming  rise  in  the  incidence  of  peptic  ulcer  during  the  past  decade  in  the 
United  States  and  Europe,  has  led  to  a highly  organized  effort  by  physicians  in  diag- 
nosing and  treating  gastro-intestinal  disorders. 

In  keeping  with  this  research  and  with  recommendations  of  the  medical  profession, 
for  expanding  all  knowledge  of  the  subject,  the  film  “Peptic  Ulcer”  has  been  designed 
and  prepared.  This  was  done  under  the  direction  of  the  eminent  Everett  D.  Kiefer,  M.  D., 
Dept,  of  Gastroenterology,  The  Lahey  Clinic,  Boston,  to  promote  interest  in  the  study 
of  the  disorder. 

The  film  was  unanimously  approved  by  the  “Committee  on  Medical  Motion  Pictures 
of  the  American  College  of  Surgeons.”  It  contains  no  advertising  matter  of  any  kind. 

[There  is  1500  feet  of  16  mm.  full-color  film  with  sound  "I 
track.  Running  time:  45  minutes.  The  full  expense  of 
exhibition  will  be  borne  by  John  Wyeth  €r  Brother,  Inc.  J 


For  particulars  of  Booking,  telephone  or  write  to 

AMERICAN  FACTORS,  LTD. 

DRUG  DEPARTMENT 

FORT  AND  QUEEN  STREETS  # TELEPHONE  1241 

HONOLULU,  HAWAII 


HOSPITAL  NEEDS 


Whose  responsibility  is  it  that  Honolulu’s  hospital 
situation  is  in  such  a dangerous  position?  With  a 
shortage  of  over  600  beds,  according  to  accepted 
standards,  what  would  happen  if  an  epidemic  hit 
us?  With  the  outbreak  of  dengue  is  raised  the  spectre 
of  other  epidemic  diseaases  easily  carried  in  on  the 
ships  and  planes  returning  from  infested  places  south 
and  west  of  Hawaii. 

Upon  the  plea  of  the  obstetricians,  members  of 
the  society  met  with  trustees  of  Queen’s,  Kapiolani, 
St.  Francis,  Childrens’  and  Kuakini  Hospitals — all 
were  agreed  as  to  the  need  and  the  urgency  of  se- 
curing beds  without  delay. 

Letters  were  addressed  to  the  Board  of  Health, 
the  Hospital  Association  and  the  Public  Health 
Committee  of  the  Chamber  of  Commerce,  and  are 
quoted  here. 

If  every  individual  doctor  will  acquaint  himself 
with  the  facts  as  given,  and  use  every  influence  at 
his  command,  perhaps  results  will  be  forthcoming 
now — rather  than  a year  from  now. 


July  21,  1943 

The  President 
Board  of  Health 
Honolulu,  Hawaii 
Dear  Sir: 

The  enclosed  report  is  submitted  to  you  for 
study  and,  if  you  are  impressed  with  its 
urgency,  for  your  endorsement. 

Recommendations  were  made  by  us  in  Dec- 
ember of  1941  to  the  Board  of  Health  for  ex- 
pansion of  hospital  facilities,  and  the  Society 
has  constantly  appealed  to  the  O.C.D.  and 
the  military  authorities  since  that  time  (wit- 
ness our  letter  to  the  Board  of  Health  dated 
December  4th  and  editorial  in  January  1942 
issue  of  the  the  Hawaii  Medical  Journal, 
copies  of  which  are  attached).  The  matter  has 
now  again  been  forcefully  brought  to  our  at- 
tention by  the  obstetricians,  an  overworked 
and  serious  group  of  men  who,  more  than 
any  one  else,  have  been  constantly  harrassed 
by  the  lack  of  beds  and  facilities  in  coping 
with  the  city’s  accelerated  number  of  births. 

We  feel  the  time  is  right  to  gather  the  en- 
dorsement of  the  various  agencies  interested 
in  the  community’s  health  and  ask  their  aid 
in  presenting  this  problem  to  the  community 
and  the  authorities  in  such  a way  as  to  receive 
action. 

Yours  very  truly, 

N.  M.  Benyas,  M.  D.,  President 
Honolulu  County  Medical  Society 


CIVILIAN  HOSPITAL 
BED  SHORTAGE 

Time  and  time  again  the  doctors,  singly  and  as  a 
group,  and  the  hospitals,  have  drawn  attention  to 
the  overcrowding  of  our  civilian  hospitals  and  have 
asked  that  something  be  done. 

Hospitals  have  gone  out  to  the  public  in  drives  for 
funds  to  augment  their  facilities  or  have  applied 
and  were  granted  funds  under  the  Lanham  Act  the 
latter  part  of  1941. 

FUNDS  AVAILABLE 


Queen’s  Hospital  $250,000 

St.  Francis  569,000 

Kapiolani  318,000 

Children’s  250,000)  Pvt.  funds 

125,000)  Lanham 


With  the  advent  of  the  war,  however,  and  under 
military  control,  none  of  the  civilian  hospitals  was 
permitted  to  carry  out  its  building  program  under 
the  Lanham  grants,  nor  permitted  to  add  even  tem- 
porary structures  to  meet  a load  that  became  even 
greater  than  visualized  in  1941.  Only  the  facilities 
at  Sacred  Hearts,  Wahiawa  and  the  Polio  Hospital 
have  been  added  meanwhile;  the  Polio  Hospital  is 
for  special  services  only,  the  Wahiawa  Hospital  in 
no  way  alleviates  the  load  in  Honolulu,  and  Sacred 
Hearts  can  be  expected  to  be  turned  back  for  school 
purposes  as  soon  as  the  war  emergency  is  consider- 
ed over  or  the  OCD  program  curtailed. 

Without  considering  future  needs  (which  matter 
should  likewise  be  given  careful  planning)  our  hos- 
pitals and  doctors  have  been  seriously  handicapped 
for  the  past  few  years  by  the  lack  of  hospital  facili- 
ties, and  today  they  feel  the  situation  is  actually 
dangerous.  An  epidemic  of  any  proportion  might  be 
disastrous. 

Either  the  funds,  and  the  material  and  labor, 
should  be  released  so  that  hospitals  may  carry  out 
their  building  programs  under  the  Lanham  grants, 
or  local  means  and  material  should  be  found  to  per- 
mit the  hospitals  to  erect  temporary  structures  to 
tide  them  over  to  the  time  when  permanent  construc- 
tion is  possible. 

In  a meeting  recently  held  with  hospital  repre- 
sentatives, an  estimate  of  additional  beds  required 
immediately  showed: 

St.  Francis  100 

Queen’s 100 

Children’s  25 

Kapiolani 50 


Since  no  permanent  programs  could  be  carried  out 
in  less  than  one  year  or  eighteen  months,  it  has 
been  urged  by  many  that  temporary  structures  be 
erected  at  once  even  though  definite  plans  for  per- 
manent buildings  have  been  adopted. 

To  substantiate  the  need,  some  standards,  statistics 
and  reports  are  offered  for  study: 
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Standards  universally  accepted  for  gauging  ade- 
quacy of  hospital  facilities  in  a community  are: 

a)  A ratio  of  5 general  hospital  beds  per  1,000 
population,  and  in  addition: 

.5  per  1,000  for  contagious  diseases 
.5  per  1,000  for  diseases  of  children 
.45  per  1,000  for  maternity. 

b)  Occupancy  averaging  over  85%  of  capacity  for 
any  considerable  period  is  considered  overcrowd- 
ing. 

On  the  basis  of  figures  given  below,  our  ratio  of 
beds  to  population  in  1941,  for  the  City  of  Honolulu, 
was  3.35  and  today  it  is  3.31;  and  on  this  basis  a 
shortage  of  620  beds  was  indicated  in  1941  and  694 
today.  This  is  aside  from  any  beds  or  facilities  that 
should  be  held  in  readiness  against  emergency  due 
to  war. 


1930 

1937 

1940 

1941 

1943 

Population 

138 

147 

180 

200 

219 

(Thousands) 

(est) 

Average  number  of 

general  beds  for  urban 
population,  5 per  1000 

692 

735 

905 

1,000 

1,095 

Additional : 

.5  per  1000  cont.  dis. 

69 

73 

90 

100 

109 

.5  per  1000  dis.  child. 

69 

73 

90 

100 

109 

.45  per  1000  maternity 

62 

66 

81 

90 

98 

TOTAL 

892 

947 

1,166 

1,290 

1,411 

Bed  Capacity: 
Children’s 

— 

76 

75 

Japanese 

120 

174 

153 

Kapiolani 

44 

51 

50 

Queens 

247 

274 

300 

St.  Francis 

51 

67 

111 

Shriners 

28 

28 

28 

TOTAL 

490 

670 

717 

Occupancy: 

Children’s 

— 

100% 

100% 

Japanese 

63% 

101% 

84% 

Kapiolani 

80% 

120% 

125% 

Queen’s 

80% 

100% 

93% 

St.  Francis 

95% 

100% 

100% 

Shriners 

100% 

100% 

100% 

On  the  85%  occupancy  basis,  therefore,  as  indicated 
above,  our  hospitals  were  already  dangerously  over- 
loaded in  1941. 


In  November  1941,  Dr.  Haralson,  then  Commis- 
sioner of  Public  Health,  in  substantiating  his  recom- 
mendation for  approval  of  applications  made  by 
civilian  hospitals  for  grants  under  the  Lanham  bill, 
covered  the  ground  very  thoroughly,  and  we  quote 
here  from  his  communications: 

"A  survey  of  hospital  facilities  of  the  com- 
munity reveals  an  urgent  need  for  additional 
beds.  After  visiting  all  of  the  hospitals,  dis- 
cussing needs  with  the  several  superintendents, 
obtaining  information  and  assistance  from  local 
physicians,  and  conferring  with  a committee 
appointed  for  that  purpose  by  the  Board  of 
Governors  of  the  Honolulu  County  Medical 
Society,  I have  reached  the  conclusion  that 
there  is  need  for  an  additional  250  hospital  beds 
in  the  City  of  Honolulu  to  meet  the  present 
emergency. 


“Except  for  the  personnel  actually  constituting 
the  military  forces,  who  are  cared  for  in  serv- 
ice hospitals,  all  personnel  connected  with  the 
national  defense  program  and  members  of  their 
families  must  seek  hospital  care  in  civilian 
hospitals.  Exclusive  of  hospitals  for  the  insane, 
for  tuberculosis  and  for  the  care  of  lepers,  hos- 
pital services  for  the  Island  of  Oahu  are  pro- 
vided in  15  hospitals  varying  in  size  from  6 
beds  to  284,  as  follows: 


HONOLULU 

Private 

Type 

Registered 
with  A.M.A. 

Normal 

Capacity 

Japanese 

General 

yes 

168 

Kapiolani  Maternity 

Gyn.  & Obs. 

yes 

50 

Children’s 

Children 

yes 

75 

Queen’s 

General 

yes* 

284 

St.  Francis 

General 

yes 

65 

Shriners 

Orthopedic 

yes* 

28 

TOTAL  670 


RURAL  OAHU 


Plantation 

Ewa 

General 

yes 

46 

Aiea 

* 1 

yes 

45 

Kahuku 

* * 

yes* 

32 

Waipahu 

* * 

yes 

60 

Waialua 

• f 

yes 

40 

Private 

Mack 

99 

yes 

9 

Tamura 

* * 

yes 

7 

Uesato 

9 9 

no 

6 

Uyehara 

9 9 

no 

15 

TOTAL  260 


GRAND  TOTAL 930 


* Approved  by  the  American  College  of  Surgeons  as 
meeting  unconditionally  their  minimum  standards. 

“The  foregoing  table  shows  that  6 hospitals 
with  a normal  capacity  of  670  beds  are  located 
in  the  City  of  Honolulu  and  9 with  a capacity 
of  260  beds  are  in  the  rural  areas.  Five  of  the 
rural  hospitals  with  a total  of  223  beds  are 
owned  and  operated  by  plantations  and  serve 
plantation  employees.  The  total  capacity  of  the 
other  4 rural  hospitals,  3 of  which  are  in  the 
village  of  Waipahu,  is  only  37  beds.  For  pur- 
poses of  serving  needs  created  by  the  national 
defense  program,  the  rural  hospitals  may  be 
disregarded. 

“Consequently  the  demand  for  additional  hos- 
pital service  falls  upon  hospitals  located  in  the 
City  of  Honolulu.  Three  of  these  hospitals, 
Queens,  St.  Francis  and  Kapiolani,  bear  the 
brunt  of  this  load  and  for  months  past  have 
been  operating  at  more  than  100%  capacity. 
The  Japanese  Hospital  with  a capacity  of  168 
beds  has  also  been  operating  at  near  capacity.  I 
believe,  however,  this  situation  has  existed  for 
some  time  and  the  national  defense  program 
has  not  added  an  appreciable  increase  in  the 
load.  The  Shriners’  Hospital  is  a small  insti- 
tution limited  to  the  care  of  orthopedic  pati- 
ents. It  has  operated  at  capacity  for  a number 
of  years.  Services  at  the  Children’s  Hospital, 
with  a normal  Capacity  of  75  beds,  including 
an  isolation  unit  of  15  beds,  have  been  material- 
ly increased  since  the  advent  of  the  national 
defense  program.  Only  within  recent  weeks, 
however,  has  the  institution  been  operating 
at  full  capacity. 
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TOTAL  ADMISSIONS.  HOSPITAL  DAYS  AND 
BIRTHS,  QUEEN'S,  ST.  FRANCIS,  KAPIOLA- 
NI  AND  CHILDREN’S  HOSPITALS  BY  YEARS 


Year 

Total 

Admissions 

Hospital 

days 

Births 

1937 

*12,435 

**  93,360 

1,745 

1938 

15,492 

***124,780 

2,083 

1939 

16,593 

141,795 

2,595 

1940 

18,666 

157,535 

2,986 

1941(10  mos.)17,043 

153,700 

2,980 

* does  not  include  Children’s  Hospital 
**  does  not  include  Children’s  and  St.  Francis 
***  does  not  include  St.  Francis 
t No  births  at  Children’s. 

(Detailed  information  by  hospitals  for  these 
years  is  cited  in  Dr.  Haralson’s  original  re- 
port). 

“The  foregoing  tables  indicate,  without  ques- 
tion, that  the  need  for  additional  hospital  faci- 
lities is  urgent.  During  the  period  1937  to  the 
present  there  has  been  very  little  new  construc- 
tion. Facilities  in  some  instances  have  been 
remodeled,  which  provided  additional  space, 
most  of  which,  however,  was  reflected  in  in- 
creased facilities  for  maternity  cases.” 

For  a comprehensive  study  of  the  general  hospital 
bed  shortage,  and  the  maternity  facilities  in  particu- 
lar, we  recommend  the  “Survey  to  Determine  Needs 
of  Maternity  Hospital  Beds  in  the  City  of  Honolulu 
and  Rural  Oahu  1931  to  1941”  compiled  by  Dr.  O.  Lee 
Schattenburg,  Associate  Director  Bureau  of  Maternal 
& Child  Health,  Board  of  Health. 

If  and  when  this  immediate  need  is  cared  for, 
the  community  is  still  faced  with  the  problem  of 
future  hospital  planning. 

As  each  hospital  went  to  the  public  for  funds  in 
the  past,  and  as  one  separately  applied  for  funds 
under  the  Lanham  Act,  also  as  each  one  now  will  make 
additions  to  meet  the  immediate  problem,  the  need 


becomes  apparent  to  consider  the  total  hospital  pic- 
ture for  the  city  rather  than  isolated  unit  expansion. 
In  being  called  upon  to  review  the  drawings  under 
consideration  by  Queen’s  Hospital  for  expansion  of 
its  maternity  facilities,  our  obstetricans  were  impres- 
sed by  the  piece-meal  and  patchy  approach  to  the 
problem  and  felt  that  any  new  maternity  building 
for  the  community  should  be  part  of  a coordinated 
hospital  building  program. 

Other  questions  arise: 

1.  What  is  the  total  number  ot  additional  hospital 
beds  which  this  community  should  have? 

2.  How  many  of  these  beds  should  be 

a.  general  beds 

1.  surgical 

2.  medical 

b.  children’s  beds 

c.  obstetrical 

d.  special 

1.  tuberculosis 

2.  crippled  children 

3.  mental 

4.  convalescent  and  chronic  invalids 

3.  For  the  greatest  benefit  of  the  community,  how 
should  these  beds  be  distributed  among  the  exist- 
ing hospitals? 

Some  group  in  the  community  should  be  charged 
with  the  responsibility  of  studying  the  complete  pic- 
ture and  outlining  a program  for  the  future. 

In  summary,  there  seem  to  be  two  phases  to  this 
problem: 

1.  To  provide  immediately  additional  beds  to 
relieve  a situation  which  is  acute  and  danger- 
ous. 

2.  To  draw  up  a program  of  hospital  expansion 
to  fit  the  needs  of  the  community. 
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EMERGENCY  MEDICAL  SERVICES 

(formerly  medical  preparedness) 


REPORT  FOR  FISCAL  YEAR  ENDING 
JUNE  30,  1943 

Introduction — The  Emergency  Medical  Service  has 
successfully  carried  out  the  program  of  civilian 
medical  protection  outlined  in  the  letter  to  the  Di- 
rector of  Civilian  Defense  from  the  Military  Gov- 
ernor, dated  26  February  1942.  This  program  in- 
cluded the  creation  of  several  O.C.D.  Emergency 
Hospitals  and  the  expansion  of  existing  civilian  hos- 
pitals throughout  the  Territory  as  well  as  the  estab- 
lishment of  Casualty  Stations  in  strategic  locations. 
Medical  installations  have  been  equipped  with  both 
materiel  and  personnel,  and  financed  from  O.C.D. 
funds.  A close  liaison  has  been  maintained  with  the 
military  services  and  many  perplexing  problems  have 
been  worked  out  together  to  the  benefit  of  all  con- 
cerned. 

O.C.D.  Emergency  Hospitals — There  are  five  such 
hospitals  on  Oahu  with  a total  bed  capacity  of 
1,300.  The  island  of  Maui  has  one  O.C.D.  hospital 
of  100  beds  now  being  operated  by  the  U.  S.  Army. 
Kauai  has  two  with  a total  of  150  beds;  Lanai  and 
Molokai  each  have  a hospital  of  5 0 beds;  and  Ha- 
waii has  an  O.C.D.  hospital  of  150  beds  now  being 
operated  by  the  Olaa  Plantation. 

On  Oahu,  Wahiawa  Emergency  Hospital  is  a "go- 
ing concern”  which  consists  of  600  beds,  100  of 
which  are  set  aside  as  an  annex  for  the  treatment  of 
tuberculosis  patients.  During  the  past  year  this  hos- 
pital has  treated  a total  of  2,78  8 patients.  Another 
O.C.D.  hospital  on  Oahu  is  the  Sacred  Hearts  Emer- 
gency Hospital  which  is  a "going  concern”  absorb- 
ing the  overflow  of  patients  from  other  civilian  hos- 
pitals. Sacred  Hearts  treated  2,716  patients  during 
the  fiscal  year  1943. 

Affiliated  Hospitals — Every  civilian  hospital  of 
the  Territory  is  affiliated  with  the  O.C.D.,  and  each 
has  expanded  its  facilities  with  O.C.D.  funds.  The 
details  are  too  numerous  for  this  report. 

Emergency  Medical  and  Ambulance  Service — This 
division  of  the  Emergency  Medical  Service  operates 
21  Casualty  Stations  in  strategic  positions  through- 
out the  City  and  County  of  Honolulu.  Each  out- 
side island  has  a similar  arrangement  though  on  a 
smaller  scale.  In  Honolulu  there  are  about  25  am- 
bulances on  hand  at  all  times  with  a standby  of  2 50 
commercial  vehicles  converted  to  ambulances  to 
augment  the  service.  The  medical  personnel  of  this 
division  has  trained  9,200  persons  in  first  aid  and 
casualty  treatment.  During  the  past  fiscal  year  7,461 


patients  have  been  treated  at  the  various  casualty 
stations.  Approximately  50,000  dressings  are  prepared 
each  month  for  the  American  Red  Cross  and  hospi- 
tals, as  are  miscellaneous  supplies  such  as  sweaters, 
mosquito  nets,  screen  covers,  pneumo-thorax  valves, 
etc.  The  ambulance  section,  in  addition  to  furnish- 
ing ambulance  service  when  the  City  and  County 
Emergency  Hospital  requests  such  service,  has  trans- 
ported  innumerable  shipments  of  medical  supplies 
and  in  addition  to  their  regular  duties  for  Head- 
quarters, gives  an  average  of  500  man-hours  per 
month  to  departments  other  than  its  own,  including 
service  to  the  Emergency  Poliomyelitis  Hospital, 
transporting  patients,  professional  personnel  and 
food. 

Blood  and  Plasma  Banks — The  Territorial  Direc- 
tor of  Blood  and  Plasma  Banks  is  responsible  for 
providing  adequate  stores  of  blood  and  plasma 
throughout  the  Territory.  Many  such  depots  of 
plasma  are  scattered  throughout  each  island  of  the 
Territory.  At  present  the  storage  of  plasma  (liquid, 
frozen  and  dried)  is  adequate  for  any  eventuality. 
During  the  period  under  report  there  were  12,643 
donors,  of  which  1 1,73  5 have  been  cared  for  at  the 
Main  Blood  Bank  and/or  the  Mobile  Unit  and  908 
at  the  branch  Blood  Banks  maintained  at  various 
hospitals.  One  of  the  most  important  of  the  develop- 
ments of  the  Blood  Bank  this  last  year  has  been  its 
"lend-lease”  program.  Conditions  incident  to  the 
war  have  made  it  hard  for  doctors  to  obtain  pro- 
fessional donors  at  a moment’s  notice.  So  the  custom 
has  grown  up  of  borrowing  from  the  whole  blood 
supply  of  the  Blood  Bank  when  it  is  needed,  and 
then  sending  in  friends  or>  relatives  to  repay  whatever 
amount  of  blood  is  borrowed.  The  same  procedure 
is  followed  in  borrowing  plasma.  During  the  period 
under  report  129  different  doctors  have  borrowed 
13  38  doses  of  whole  blood  and  8 3 doctors  have  bor- 
rowed 614  doses  of  plasma. 

Nursing  Service  — The  Territorial  Director  of 
Nursing  Activities  is  responsible  for  the  procurement 
and  maintenance  of  the  supply  of  nurses  for  the 
Territory  insofar  as  hospital  nurses  are  concerned.  A 
total  of  3 5 3 nurses  have  been  recruited  through  this 
division  to  staff  O.C.D.  as  well  as  other  civilian 
hospitals  of  the  Territory;  165  of  this  number  went 
to  O.C.D.  hospitals  and  185  went  to  civilian  hos- 
pitals. In  addition  the  O.C.D.  nursing  division  has 
provided  instructors  for  courses  in  anesthesia  and 
home  nursing,  and  for  nurses’  aides  and  ward  help- 
ers. 
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Casualty  Information  Service — The  Casualty  In- 
formation Service  came  into  being  on  March  29, 
1943.  The  purpose  of  this  division  is  to  gather  in- 
formation concerning  casualties  ?rom  all  medical  in- 
stallations. In  this  way  a central  file  is  maintained 
and  information  concerning  individual  cases  may 
be  disseminated  to  the  general  public.  About  75 
C.  I.  S.  reporters  recruited  from  business  women  of 
the  City  of  Honolulu  have  been  assigned  to  posts  in 
civilian  and  military  general  hospitals.  This  service 
is  composed  entirely  of  volunteers  and  will  function 
only  in  case  of  a blitz  or  major  disaster. 

Epidemic  of  Poliomyelitis — Poliomyelitis  in  epide- 
mic proportions  made  it  necessary  for  the  Office  of 
Civilian  Defense  to  convert  its  casualty  hospital  on 
the  grounds  of  the  Shriners’  Hospital,  Honolulu,  into 
an  Emergency  Poliomyelitis  Hospital.  It  was  placed 
in  readiness  on  April  19,  1943  and  received  18  cases 
for  active  treatment  that  day.  This  hospital  has  been 
gradually  expanded  to  the  point  where  it  now  cares 
for  45  patients.  This  number  of  cases  requires  about 
two  staff  members  per  patient.  The  Medical  De- 
partment of  the  U.  S.  Army  supplied  a complete  staff 
of  nurses  and  corpsmen  to  open  the  hospital  and 


gradually  O.C.D.  nurses  have  been  added  to  the  staff 
with  the  expectation  that  the  Army  nurses  will 
eventually  be  released.  There  are  22  Army  nurses, 
20  O.C.D.  nurses,  13  U.  S.  Army  corpsmen,  3 maids, 
2 physiotherapists,  1 medical  director,  and  a rotating 
staff  of  volunteer  physicians.  The  physical  plant  is 
loaned  by  the  O.C.D.  and  the  hospital  is  financed  by 
voluntary  public  contributions. 

Financial  Report: 

New  Construction  and  Expanded 

Facilities  $ 357,449.79 

Equipment  266,962.30 

Materials  and  Supplies 685,980.76 

Personal  Services  ....  1,045,671.57 


Total  $2,356,064.42 

Budget  _ $2,356,064.42 

Personnel 

Volunteers  1400  (approximately) 

Paid  personnel  586 

H.  L.  Arnold,  M.  D. 

Territorial  Medical  Director 
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EMERGENCY  TREATMENT  OF  CONGESTIVE  HEART  FAILURE 


CEDILANID 

(Brand  of  Lanatoside  C) 


Sokolow  & Chamberlain  (Annals  of  Infernal  Medicine, 
February,  1943)  statef: 

"According  to  our  clinical  study,  the  most  obvious 
benefit  of  Cedilanid  is  derived  from  its  intravenous  use  in 
urgent  cardiac  failure  or  when  rapid,  accurate  dosage  is 
desired.  Its  uniform  potency  and  its  purity  allow  greater 
confidence  in  giving  large  intravenous  doses.  The  increased 
absorption  of  oral  Cedilanid  may  prove  important." 

R.  M.  Tandowsky  (American  Heart  Journal,  October, 
1942)  states: 

"The  average  time  required  for  the  development  of 
maximal  RS-T  segment  changes  in  the  controls  of  this 
study  after  the  administration  of  1.6  mg.  of  lanatoside  C 


intravenously  was  27.5  minutes  as  compared  to  six  hours 
and  fifteen  minutes  after  giving  16  grains  of  digitalis 
purpurea  by  mouth. 

“In  the  presence  of  congestive  failure,  the  intravenous 
administration  of  lanatoside  C produced  the  maximal 
alteration  of  the  RS-T  segment  within  two  to  three  hours 
which  was  eleven  to  twelve  hours  sooner  than  when  digi- 
talis purpurea  was  given  orally. 

"Our  observations  indicate  that  lanatoside  C will  prove 
to  be  a valuable  drug  in  the  treatment  of  congestive 
failure,  especially  when  quick  action  is  desired  or  when 
gastrointestinal  symptoms  are  troublesome." 


SUPPLIED 

Tablets,  each  containing  0.5  mg.  of  Lanatoside  C 
Ampules,  4 cc  (i.v.)  and  2 cc  (i.m.) 

Available  at  Prescription  Drugstores 

SANDOZ  CHEMICAL  WORKS,  INC. 


NEW  YORK,  N.  Y. 


SAN  FRANCISCO,  CALIF- 


11th  Edition  Now  Out 


Send" for  Copy 


The  Technique  of 
Fitting  Diaphragms 


A series  of  charts  in  booklet  lorm  (6  x 9)  clearly  illustrating  the  tech- 
nique of  fitting  diaphragms  by  the  physician,  accompanied  by  the 
Dickinson-h  reret  Charts  in  two  colors  for  use  by  the  physician  in 
explaining  the  technique  to  his  patient.  I hese  charts  are  regarded  as 
the  most  helpful  explanatory  aids  on  the  subject  ever  published.  1 1th 
edition  now  out.  Write,  or  use  coupon,  for  a copy. 


Hollan^-Rantos 

Ocrm^amy.  unc. 

551  FIFTH  AVENUE,  NEW  YORK,  N.Y. 


Holland-Rantos  Co.,  Inc. 

551  Fifth  Avenue 
New  York,  N.  Y. 

Without  cost,  you  may  send  your  booklet  on  tilling  I ernniquc  lo: 

Dr 

Sired 

City Stale 


new  Soya  Bean  Bread 
is  made  from  a blend  of  enriched  choice 
wheat,  soy  bean  and  whole  wheat  flour. 
New,  rich  flavor  and  golden-crusted  good- 
ness make  Love's  new  Soya  Bean  Bread 
a genuine  favorite. 


COUNTY  SOCIETY  REPORTS 


MAUI  COUNTY  MEDICAL  SOCIETY 

Luncheon  meeting  was  held  Sunday,  May  8th  at 
12:30  p.m.  at  the  Wailuku  Hotel.  Present  were  six 
members  and  five  guests.  No  business  meeting  was 
held  because  so  few  members  were  present. 

Lt.  Comdr.  Ebling  of  the  Naval  Air  Station, 
Puunene,  gave  a very  interesting  talk  on  "Atypical 
Appendicitis”. 

Luncheon  meeting  was  held  on  June  13,  12:30  p.m. 
at  the  Wailuku  Hotel.  Present  were  eleven  members 
and  thirteen  guests. 

A lengthy  discussion  was  held  on  the  new  Public 
Welfare  Act  which  authorized  the  spending  of 
government  funds  for  the  care  of  indigents.  So 
far  as  was  known  the  present  plan  is  for  the 
Government  physicians  to  take  care  of  all  the  in- 
digent patients  in  their  respective  districts  without 
any  additional  pay.  It  was  felt  that  such  a plan 
would  be  unfair  to  the  Government  physicians  in 
certain  districts  in  that  there  were  too  many  indigent 
patients  to  care  for  on  the  Government  physician’s 
salary.  Also  such  a plan  would  not  give  the  patient 
a free  choice  of  physicians. 

The  following  recommendations  were  made: 

1.  Some  of  the  Government  physicians  are  under- 
paid for  the  work  done. 

2.  The  Society  believes  that  in  fairness  to  the 
indigent  patient  and  to  the  physician  the  indig- 
ent patient  should  have  a free  choice  of  physi- 
cians and  that  remuneration-  for  services  should 
be  made  on  a fee  basis  acceptable  to  the  De- 
partment of  Public  Welfare  and  to  the  Medical 
Society. 

3.  The  relationship  of  the  Department  of  Public 
Welfare  be  further  clarified  with  particular 
regard  to  the  status  and  duties  of  the  present 
Government  physicians. 

The  Staff  of  the  22nd  Station  Hospital  gave  a 
program  on  the  use  of  . the  sulfonamide  drugs.  There 
was  much  discussion  particularly  on  the  misuse  and 
abuse  of  the  sulfonamide  drugs. 

W.  B.  Patterson,  M.  D.,  Secretary 


HAWAII  COUNTY  MEDICAL  SOCIETY 

At  the  invitation  of  the  staff  of  the  156th  Sta- 
tion Hospital,  the  217th  regular  meeting  of  the 


Hawaii  County  Medical  Society  was  a joint  meeting 
held  at  Kamuela  at  2:00  p.m.,  May  30,  1943.  Lt. 
Col.  A.  M.  Mulligan,  Commanding  Officer,  and 
Dr.  L.  L.  Sexton,  President,  presided. 

A scientific  program  of  decided  merit  was  pre- 
pared by  Capt.  D.  F.  Farmer,  program  chairman. 
Capt.  C.  J.  Roberts  presented  a paper  covering  the 
clinical  aspects  of  the  wave  of  "Acute  Infectious 
Hepatitis”  occurring  in  the  armed  forces  in  the 
first  year  of  war.  He  stated  there  had  been  some  2000 
cases  on  the  island,  three  of  these  terminating  fatal- 
ly. He  gave  case  reports  on  the  latter  three,  pointing 
out  the  symptoms  of  anorexia,  nausea  and  pruritus. 
He  was  of  the  opinion  that  these  cases  were  a toxic 
hepatitis  rather  than  infectious  hepatitis  as  desig- 
nated by  the  Surgeon  General  and  believed  the  eti- 
ological factor  was  related  to  vaccinations  against 
yellow  fever. 

Lt.  Fred  Dick  correlated  the  clinical  and  patholo- 
gical findings  in  these  cases.  He  exhibited  gross  and 
microscopic  sections  of  the  liver  showing  areas  of 
toxic  central  necrosis  of  the  liver  lobules  and  areas 
of  yellow  atrophy.  He  believed  the  disease  was  on  a 
toxic  rather  than  an  infectious  basis. 

Considerable  discussion  followed.  Col.  S.  A.  White 
stressed  that  with  every  war,  and  in  the  army,  there 
have  been  sporadic  outbreaks  of  hepatitis,  the  eti- 
ological factors  varying  from  time  to  time.  He  cited 
the  work  of  Dr.  Tenbroeck,  chief  of  the  Princeton 
division  of  Rockefeller  Institute,  who  later  attend- 
ed the  meeting,  and  stated  it  was  his  opinion  that 
the  recent  outbreak  was  caused  by  some  fraction  of 
the  yellow  fever  vaccine. 

Dr.  C.  L.  Carter  presented  a very  comprehensive 
paper  on  "Pasteurella  pestis  infections”.  In  the  twen- 
ty-odd years  of  his  practice  in  the  Hamakua  dis- 
trict, he  has  had  over  100  cases  of  plague;  his  paper 
covered  his  personal  experiences  with  the  disease, 
adding  considerable  color.  Considerable  discussion 
followed,  dealing  chiefly  with  methods  of  rat  con- 
trol and  with  therapeutic  management.  It  was  point- 
ed out  that  encouraging  school  children  to  trap 
rats  by  rewarding  them  was  an  extremely  dangerous 
hazard. 

Dr.  T.  Keay  presented  a brief  paper  on  his  ex- 
periences with  Weil’s  Disease.  Dr.  J.  E.  Alicata, 
Ph.D.,  of  the  University  of  Hawaii,  who  is  at  pres- 
ent conducting  a survey  of  Weil’s  Disease,  under 
the  sponsorship  of  the  Hawaiian  Sugar  Planters’  As- 
sociation, on  the  Island,  discussed  the  prevalence  of 
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Leptospira  in  the  rat  population  on  other  islands 
and  the  laboratory  diagnosis  of  Weil’s  Disease.  Dr. 
Keay  stated  he  had  approached  the  Board  of  Health 
to  furnishing  laboratory  diagnostic  facilities  but 
had  been  unsuccessful. 

Dr.  Tenbroeck  was  introduced  and  talked  briefly 
on  the  influence  of  weather  on  the  two  ratborne 
diseases  under  discussion. 

A short  business  meeting  followed  the  scientific 
session.  The  minutes  of  the  previous  meeting  were 
read  and  approved.  Drs.  H.  W.  Kurashige  and  L.  R. 
Fernandez  were  accepted  unanimously  into  the  So- 
ciety; Dr.  Frank  St.  Sure’s  transfer  from  the  Maui 
County  Society  was  unanimously  passed. 

The  Secretary  was  instructed  to  write  the  com- 
manding general  of  the  Hawaiian  Department  ex- 
pressing the  Society’s  complete  satisfaction  with  the 
manner  in  which  Capt.  Flinter  performed  his  duties 
during  his  service  as  health  officer  for  the  island.  A 
letter  from  Mr.  McMorrow  stating  that  laboratory 
specimens  may  left  at  the  central  office  of  the  Board 
of  Health,  as  requested  by  the  Society,  was  read. 

Dr.  Orenstein,  who  had  been  appointed  to  inves- 
tigate the  availability  of  funds  for  obstetric  care 
of  military  personnel  families,  reported  that  he  had 
conversed  with  General  King  who  informed  him  that 
the  Board  of  Health  had  been  notified  that  private 
physicians  and  hospitals  should  be  reimbursed  for 
such  services. 


The  218th  regular  meeting  of  the  Hawaii  Coun- 
ty Medical  Society  was  held  at  4:15  p.m.  on  June 
22,  1943,  at  the  Staff  Room  of  the  Hilo  Memorial 
Hospital.  The  President,  Dr.  Sexton,  presided.  Twen- 
ty-one members  and  nine  guests  were  present. 

Dr.  Crawford  presented  a paper  on  "Ocular  Ma- 
nifestations of  Neurological  Lesions.” 

Dr.  Leslie  reported  on  the  recent  tuberculosis 
survey  of  the  teachers  and  school  personnel  of  the 
island.  Significant  findings  were  found  in  the  x-rays 
of  3 8 out  of  782  cases  (4.5  per  cent  of  the  total). 
16  cases  of  clinically  significant  lesions  are  included, 
9 of  whom  were  advised  to  be  hospitalized,  and  17 
were  suspects.  In  addition,  x-rays  showed  24  others 
in  whom  cardiac  pathology  was  found. 

Dr.  Crawford,  delegate,  gave  a report  of  the 
meeting  of  the  House  of  Delegates  of  the  Territorial 
Association.  He  stated  that  it  was  the  consensus 
that  the  society  should  oppose  the  one-year  residence 
clause  required  before  medical  licensure.  Dr.  Patter- 
son stated  that  he  had  informed  the  House  of  Dele- 
gates regarding  the  lack  of  coordination  between 
the  various  component  societies  and  the  Territorial 
Association  in  regard  to  legislative  matters;  he  re- 
ported that  a general  feeling  obtained  in  Oahu  that 
the  parent  association’s  legislative  committee  was 


sufficiently  active  and  that  the  component  societies 
would  be  called  on  if  their  help  was  needed. 

Another  draft  of  the  proposed  constitution  was 
presented  by  the  by-laws  committee.  The  President 
announced  that  the  constitution  would  be  up  for 
adoption  at  the  next  regular  meeting. 

Lt.  Col.  Crozier  of  the  Mt.  View  Hospital  ten- 
dered an  invitation  on  behalf  of  Col.  White  for  a 
joint  meeting.  The  President  suggested  this  meeting 
be  held  in  August. 

M.  Leon  Chang,  M.  D.,  Secretary. 


HONOLULU  COUNTY  MEDICAL  SOCIETY 
Summary  of  June  and  July  meetings. 

New  members  voted  into  the  society  were 

Lt.  Jerome  Dubowy,  M.  C.t  A.U.S. 

(Service  member) 

Wm.  S.  Ito 

K.  Takenaka 

D.  L.  Burlingame,  transferred  from  Hawaii. 

L.  A.  Honl,  transfer  from  Kauai. 

The  application  of  Dr.  M.  Yamashiro  was  referred 
back  to  the  Board  of  Censors  for  more  data. 

Hawaii  Medical  Service  Association : Recommenda- 
tions made  by  the  Board  of  Governors  were  accepted 
by  the  membership  at  the  evening  meeting  July 
16th,  as  follows: 

That  the  funds  accumulated  for  1942-1943  in  the 
Physicians’  Reserve  be  paid  out  to  the  individual 
physicians; 

That  the  discount  of  10%  off  all  bills  be  con- 
tinued; this  to  be  placed  in  the  Physicians’  Re- 
serve Fund. 

That  the  medical  director’s  salary  be  increased, 
our  share  being  $87.50  per  month,  to  be  taken 
out  of  the  Physicians’  Reserve  Fund. 

Dr.  Strode  was  elected  to  the  Board  of  the  HMSA 
to  replace  Dr.  Phillips,  resigned. 

Gallery  of  Photographs:  The  Board  of  Governors 
voted  that  the  collection  of  photographs  formerly 
hung  in  the  library  at  Queen’s  be  hung  in  the  corri- 
dor leading  to  the  library  on  the  second  floor  of  the 
Mabel  Smyth  Building.  Decision  as  to  how  the  ex- 
pense will  be  met  was  deferred. 

Medical  Milk  Commission:  Recommendation  made 
at  the  annual  meeting  that  all  milk  be  pasteurized 
was  referred  to  the  Board  of  Health  for  considera- 
tion. 

Library:  The  Library  Committee  reported  the  neces- 
sity for  employing  a full-time  library  clerk  which 
would  increase  the  fixed  overhead  for  1943-1944 
leaving  a balance  of  $429.00  for  the  purchase  of 
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new  books.  The  President  appointed  a special  com- 
mittee to  go  over  the  society’s  budget  and  plan  a 
finance  program,  to  include  the  increased  library 
budget  of  $3,000  voted  at  the  annual  meeting. 

Food  Handlers  Examinations:  Upon  receipt  of  a let- 
ter from  the  Board  of  Health  requesting  the  so- 
ciety’s recommendations  relative  to  food  .handlers’ 
examinations,  a meeting  was  arranged,  attended  by 
doctors  from  the  Board  of  Health,  laboratory  men 
and  representatives  of  the  territorial  and  county 
medical  societies,  to  study  these  examinations,  which 
had  been  held  for  some  time  by  the  medical  men 
to  be  inadequate  and  about  which  the  question  has 
often  been  raised  as  to  whether  they  should  be  aban- 
doned entirely  or  extended  to  guarantee  a more 
thorough  examination. 

This  group’s  recommendations  were: 

That  it  is  an  improper  time  to  abandon  the 
examinations  entirely; 

That  examinations  be  taken  out  of  the  hands 
of  the  private  physicians  and  passed  on  to  the 
Board  of  Health, 

That  since  (a)  examination  for  enteric  diseases 
is  impractical  and  doubtful  of  results;  (b)  that 
transmission  of  venereal  disease  through  food 
handling  is  a minimal  danger;  and  that  (c)  there 
is  a large  incidence  of  tuberculosis  among  food- 
handlers  and  examination  for  tuberculosis  is 
practical,  the  Board  of  Health  be  asked  to  carry 
out  a limited  examination,  stressing  tuberculosis, 
and  employing  its  own  physicians  to  do  the  job. 

These  recommendations  were  brought  to  the  gen- 
eral membership  for  vote  on  July  16th.  There  was 
objection  to  taking  these  examinations  out  of  the 
hands  of  the  private  physicians,  and  On  vote  (9  for 
and  14  against)  the  committee’s  recommendations 
were  not  adopted,  but  deferred  until  the  next  meet- 
ing. 

Maternity  Bed  Shortage:  Dr.  Bowles’  report  to  the 
Board  of  Governors  on  July  2nd  of  an  informal 
meeting  of  the  obstetricians  and  their  plea  that 
something  be  done  about  the  shortage  of  maternity 
beds,  as  well  as  surveying  the  total  hospital  situa- 
tion in  Honolulu,  brought  the  following  results: 

A meeting  was  called  of  hospital  trustees  where- 
in there  was  general  agreement  as  to  the  need 
for  immediate  beds; 

Data  were  collected  by  the  medical  society  and 
submitted  in  a comprehensive  report  to  the  Pub- 
lic Health  Committee  of  the  Chamber  of  Com- 
merce, the  Board  of  Health  and  the  Hospital  As- 
sociation with  a plea  that  these  agencies  use  all 
their  facilities  to  bring  about 

a.  immediate  temporary  construction  of  hos- 
pital facilities,  if  on  examination  of  the 
facts  this  is  thought  feasible;  or 

b.  release  of  money,  materials  and  personnel, 
as  well  as  securing  priorities,  shipping 
space,  or  whatever  is  necessary  to  build 
without  delay  as  planned  under  Lanharn  Act 
grants; 


c.  a survey  of  the  total  hospital  situation  in 
Honolulu  for  future  planning 

Wide  publicity  was  given  to  the  report  in  both 
newspapers. 

The  Secretary  was  instructed  to  compile  a list  of 
doctors  currently  on  city  and  county  service  with 
all  the  hospitals,  this  list  to  be  used  when  asked  to 
recommend  doctors  in  the  specialties. 

The  following  doctors  in  active  military  service 
were  exempted  from  payment  of  dues  and  assess- 
ments: 

H.  M.  Chandler,  Lt.  Comdr.  (M.C.)  USNR, 
Archie  Chun-Ming,  Captain  (M.C.)  A.U.S., 
Edwin  K.  Chung-Hoon,  Major,  (M.C.)  A.U.S. 
Donald  S.  DErp.  Captain  (M.C.)  A.U.S.. 

Robert  Katsuki,  1st  Lieut.,  (M.C.)  A.U.S. 
Isaac  A.  Kawasaki,  Capt.  (M.C.)  A.U.S. 

W.  F.  Macklin,  Lt.  Col.,  (M.C.)  A.U.S. 

Leslie  Lu  ke,  Lt.,  (M.C.),  A.U.S. 

David  L.  Pang,  Major,  (M.C.)  A.U.S. 

Ogden  D.  Pinkerton,  Captain  (M.C.)  A.U.S. 

F.  \V.  Thompson,  Lt.  Comdr.  (M.C.)  USNR 
F.  H.  Tong,  Major  (M.C.)  A.U.S. 

Report  of  Dr.  Pinkerton,  delegate  to  the  A.M.A. 
meeting,  was  heard  at  the  membership  meeting  July 
16th.  This  report  will  appear  elsewhere  in  the  Jour- 
nal. 

Blood  Bank:  The  society  was  asked  to  lend  its  sup- 
port to  continuing  the  blood  bank  on  a peace-time, 
self-supporting  basis. 

Welfare  Bill,  providing  payment  for  hospitalization 
and  medical  services  (Act  36,  Session  laws  1943). 
Apparently  there  is  available  under  this  Act  about 
$300,000  to  the  counties  on  a reimbursable  basis 
from  Department  of  Public  Welfare  funds,  and 
Dr.  Mobsman  has  been  asked  by  the  Welfare  Depart- 
ment to  help  outline  procedures  for  carrying  out 
the  intent  of  the  law.  He  reported  that  provision 
could  be  made  to  pay  physicians  on  C & C service 
and  wanted  recommendations  from  the  society  as  to 
the  basis  on  which  this  should  be  proposed. 

This  was  studied  by  the  Committee  on  Forms  of 
Medical  Practice,  and  after  considering  various  al- 
ternatives, it  recommended: 

That  there  be  added  to  the  City  & County’s  bill 
for  hospitalization  to  the  Department  of  Welfare 
a 20#  charge  for  professional  services  of  the 
doctor,  and  that  this  money,  when  paid,  go 
into  a general  fund  of  the  Honolulu  County  Med- 
ical Society. 

It  was  estimated,  on  the  basis  of  the  $60,000  hos- 
pitalization bill  of  the  City  & County  last  year,  the 
2 0 per  cent  charge  would  net  the  fund  $12,000  per 
year. 

R.  H.  Hill,  M.  D., 

Rec.  Secretary 
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FIFTY-THIRD  ANNUAL  MEETING 
HAWAII  TERRITORIAL  MEDICAL  ASSOCIATION 

May  21,  1943 

MABEL  SMYTH  BUILDING  AND  PACIFIC  CLUB,  HONOLULU 
No  scientific  sessions  were  planned  this  yeir,  the  Council  and  House  of  Delegates  only  meeting. 


MINUTES  OF  MEETING 
THE  COUNCIL 

Present:  Dr.  R.  O.  Brown,  presiding;  Drs.  Phillips, 
Benyas,  Bell  and  Withington. 

The  absence  of  Mrs.  Bolles  on  the  mainland  was  dis- 
cussed. 

Action:  It- was  voted,  upon  motion  by  Dr.  Phil- 
lips, seconded  by  Dr.  Bell,  that  in  addition 
to  the  6 weeks  accumulated  vacation,  Mrs. 
Bolles  be  granted  2 weeks  leave  of  absence 
with  pay. 

MINUTES  OF  MEETING 
HOUSE  OF  DELEGATES  AND  COUNCIL 

Present : 

Prsident — R.  O.  Brown 
Secretary — Douglas  B.  Bell 
Treasurer — N.  M.  Benyas 
Vice-President:  H.  M.  Patterson 

Councillors:  L.  G.  Phillips,  Paul  Withington,  F.  J.  Pinkerton 
Delegates: 

Honolulu — J.  E.  Strode,  G.  C.  Milnor,  A.  G.  Schnack 
Arthur  Davis,  Maurice  Gordon,  Frank  Spencer 
James  Kuninobu 
Hawaii  — H.  E.  Crawford 

Reports:  The  following  reports  were  read  and  upon 
due  action  voted  to  be  accepted  and  placed  on  file, 
except  the  Treasurer’s  report.  It  was  voted  to  refer 
this  to  the  incoming  council  for  audit. 

1.  Reports  of  component  societies — Kauai  County  (Ex- 
hibit A),  Hawaii  County  (Exhibit  B),  Honolulu  County  (Exhi- 
bit C) 

2.  Report  of  the  Council  (Exhibit  D) 

3.  Report  of  the  President  (Exhibit  E) 

4.  Report  of  the  Secretary  (Exhibit  F) 

5.  Report  of  the  Treasurer  (Exhibit  G) 

6.  Report  of  committees: 

a)  Journal  Committee  (Exhibit  H) 

b)  Public  PoUcy  and  Legislation  (Exhibit  I) 

c)  Cancer  Committee  (Exhibit  J) 

d)  Psychiatric  Committee  (Exihibt  K) 

e)  Medical  Advisory  Committee  to  Bureau  of  Ma- 
ternal and  Child  Health  (Exhibit  L) 

f)  Health  Education  Committee  (Exhibit  M) 

g)  Board  of  Management-Mabel  Smyth  Building 
(Exhibit  N) 

h)  Library  Committee  (Exhibit  O) 

Legislation:  Dr.  Crawford  stated  the  outside  Islands 
felt  out  of  touch  with  the  legislative  matters.  Dr. 
Phillips  explained  that  it  was  necessary  to  leave 
decisions  to  Committees  on  the  job  here;  when  help 
from  the  outside  counties  was  needed  word  would 
be  sent  to  them. 

Dr.  Pinkerton  suggested  that  all  the  ground  work  be 
laid  before  the  Legislature  meets. 

Dr.  Crawford  brought  up  the  matter  of  the  one  year 
residence  clause.  Dr.  Withington  explained  that  the 


Honolulu  County  Medical  Society  was  on  record  as 
being  opposed  to  the  one  year  residence  clause,  and 
he  suggested  that  the  Territorial  Association  re- 
iterate that  stand. 

Action:  It  was  voted  that  the  Territorial  As- 
sociation is  opposed  to  the  one  year  resi- 
dence clause  in  the  Medical  Practice  Act 
and  that  objection  to  the  law  be  referred  to 
the  Legislative  Committee  for  investigation 
and  action. 

An  editorial  prepared  by  H.  L.  Arnold,  Jr.,  for  publi- 
cation in  the  Joi  iinai.  was  read,  re  lack  of  a proper 
investigator  in  violent  and  unattended  deaths. 

Action:  It  was  voted  that  this  matter  be  re- 
ferred to  the  incoming  Legislative  Commit- 
tee. 

A.M.A.  Delegate:  Dr.  Brown  stated  that  Dr.  F.  J. 

Pinkerton  had  been  elected  Delegate  to  the  A.M.A. 
Meeting  at  the  last  Council  meeting,  and  asked  for 
confirmation  of  this  action. 

Action:  It  was  voted  that  the  election  of  Dr. 
Pinkerton  as  Delegate  to  the  A.M.A.  Meet- 
ing be  hereby  confirmed. 

A resolution  was  adopted  for  the  delegate  to  take  to 
the  A.M.A.  meetings,  as  follows: 

"RESOLVED  that  Dr.  F.  J.  Pinkerton,  the  Delegate  to  the 
American  Medical  Association  Meeting,  use  every  possible 
effort  to  have  the  assembly  recognize  the  necessity  of  includ- 
ing the  entire  civilian  population  of  Hawaii  in  all  provisions 
for  medical  care. 

RESOLVED  that  there  be  no  separation  in  military  and 
civilian  problems,  particularly  in  the  line  of  medicine.  Stress 
the  shortage  of  nurses  aud  doctors  in  civilian  life,  and  the 
overcrowded  condition  of  civilian  hospitals." 

In  discussion  of  this,  it  was  emphasized  (1)  that  the 
backbone  of  the  service  is  the  civilian  population; 
(2)  that  in  this  war  and  the  last,  there  was  very 
little  distinction  between  the'  military  and  civilian 
hospitals,  but  in  Hawaii  today,  there  is  a marked 
differentiation  between  St.  Louis,  Farrington,  and 
Aiea  Hospitals  and  our  local  civilian  hospitals;  (3) 
that  defense  workers  are  being  cared  for  by  the 
civilian  doctors  and  in  civilian  hospitals. 

Date  & Place  of  1944  Meeting: 

Action:  It  was  voted  that  the  time  and  place  of 
the  next  meeting  be  left  to  the  discretion 
of  the  Council. 

Election  of  Officers 

The  Nominating  Committee  consisting  of  Drs.  Pink- 
erton, Strode  and  Withington  presented  the  follow- 
ing ballot: 

President  Dr.  Douglas  Bell 

Secretary  Dr.  A.  V.  Molyneux 

Treasurer Dr.  Stewart  Doolittle 
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Maui  Councillor  Dr.  R.  J.  McArthur 

(to  replace  Dr.  Gordon  Lightner) 

Kauai  Councillor  Dr.  S.  R.  Wallis 

(to  succeed  himself) 

Action: 

The  report  of  the  Nominating  Commit- 
tee was  accepted  and  the  Secretary  instruct- 
ed to  cast  a unanimous  ballot  for  the  elec- 
tion of  these  officers. 


Report  of  the  Kauai  County  Medical  Society 
(EXHIBIT  A) 

I.  Umaki,  M.  D.  Secretary 

The  Kauai  County  Medical  Society  met  regularly 
on  the  second  Wednesday  of  each  month.  Attendance 
was  good  although  the  hours  were  not  convenient 
for  many. 

During  the  first  half  of  the  year,  meetings  were 
mainly  concerning  the  emergency  medical  service 
matters.  Following  the  initial  period  immediately 
following  the  'blitz’  reorganization  and  refinement 
of  the  emergency  medical  services  took  much  of 
the  Society’s  time.  Matters  of  policy,  decisions  con- 
cerning the  members  of  the  society,  etc.  were  brought 
up  and  discussed  at  length. 

During  the  latter  half  of  the  year  it  was  decided 
that  individuals  be  assigned  specialties  on  which  to 
prepare  papers  for  presentation  at  scheduled  meet- 
ings and  to  prepare  directives  to  be  followed  for 
general  types  of  injury  for  approval  by  the  mem- 
bers so  that  treatment  throughout  the  island  would 
be  as  uniform  as  possible.  Although  this  program 
is  not  yet  completed,  it  was  felt  to  be  time  well  spent. 

During  the  year  two  additional  hospitals  under 
the  O.  C.  D.  have  been  completed,  the  Huleia  and 
the  Waimea.  The  0.  C.  I).  Makaweli  Hospital,  like- 
wise completed,  has  been  transferred  to  army  use 
with  provision  that  civilians  may  be  hospitalized  in 
time  of  emergency.  Other  hospitals  have  been  en- 
larged to  accommodate  possible  casualties.  Problems 
of  equipment  and  nursing  help,  which  latter  has 
been  of  much  concern,  have  at  various  times  been 
discussed  at  society  meetings.  Solution  distant  future. 

Activities  for  the  year  revolved  mainly  around 
0.  C.  D.  affairs,  a fuller  report  may  be  had  by  re- 
ferring to  the  report  of  the  Kauai  Emergency  Med- 
ical Services. 

Report  of  the  Hawaii  County  Medical  Society 
(EXHIBIT  B) 

M.  L.  Chang,  M.  D.,  Secretary 

Scientific 

The  scientific  sessions  during  the  year  have  had 
much  of  interest  added  to  them  by  ttys  presence  of 
and  active  participation  by  the  military  medical 
personnel:  Specialists  in  surgery,  internal  medicine, 
dermatology,  ophthalmology  and  otolaryngology,  ro- 
entgenology and  pathology  have  contributed  ma- 
terially to  the  discussions,  and  papers  presented 
were  as  follows: 

Symposium  on  “Weil’s  Disease” — Drs.  R.  Eklund, 
T.  Keay,  H.  M.  Patterson 

Symposium  on  “Bronchoscopy  in  the  Diagnosis  & 
Treatmnt  of  Pulmonary  Tuberculosis”  — Drs. 
E.  Tompkins,*  H.  E.  Crawford,  M.  L.  Chang 


“Care  of  the  Premature  Infant” — Dr.  T.  -Yoshina 

Various  scientific  papers  by  the  medical  staff  of 
the  Mt.  View  Army  Hospital 

“Dermatophytosis” — Dr.  M.  H.  Chang 

“Cotton  as  a Suture  Material” — Dr.  W.  X.  Bergin 

“Diagnosis  and  Treatment  of  Early,  Late  and 
Latent  Syphilis’  including  a colored  sound  movie 
released  by  U.  S.  Public  Health  Service — Capt. 
Marcus  Flinter,  M.  C.,  local  Health  Officer 

Consultation  and  Differential  Diagnosis  of  X-Ray 
Lesions — Major  Waldemar  Sternberg,  M.  C. 

Public  Health 

The  Venereal  Disease  Committee  has  continued  to 
function:  it  has  worked  in  close  cooperation  with 
the  local  military  and  civilian  health  authorities  in 
the  control  of  venereal  disease.  The  Society  did  not 
deem  it  advisable  to  adopt  the  resolution  proposed 
by  the  Board  of  Health  in  regard  to  the  repression 
of  prostitution. 

In  July  and  August,  1942,  the  Society  assisted  the 
Board  of  Health  in  its  mass  typhoid  and  smallpox 
immunization  program. 

A mild  epidemic  of  pertussis  occurred  during  the 
year  and  fhe  Society  requested  the  local  Board  of 
Health  to  furnish  pertussis  vaccine  for  the  immuni- 
zation of  indigent  cases.  This  request  was  not  granted. 

An  increase  in  the  incidence  of  trichinosis  on  the 
island  led  to  the  recommendation  of  the  Society  for 
an  educational  program  in  the  schools  stressing  thor- 
ough cooking  of  pork  and  garbage. 

The  endemic  nature  of  Weil’s  disease  on  this  island 
was  again  emphasized.  The  Hawaiian  Sugar  Planters’ 
Association  recently  granted  $2,500.00  for  a study  to 
be  conducted  by  Dr.  J.  Alicata  of  the  University 
of  Hawaii.  This  study  is  well  underway.  It  was  felt 
that  the  Board  of  Health  should  include  in  its  pro- 
gram permanent  facilities  for  the  diagnosis  of  this 
disease. 

The  Society  is  cooperating  with  the  school  au- 
thorities, the  sanatorium  and  the  tuberculosis  so- 
ciety in  the  conduct  of  various  tuberculosis  surveys. 
Several  student  surveys  have  already  been  made;  a 
recent  survey  of  all  school  employees  is  nearing 
completion.  A survey  of  food-handlers  is  contem- 
plated; it  is  believed  that  such  a survey  would 
emphasize  the  inadequacy  of  the  present  food 
handlers’  examination  and  would  stimulate  the  pub- 
lic and  the  legislators  to  modify  present  regulations 
to  include  chest  x-rays. 

Legislative  Matters 

The  Legislative  Committee  has  continued  to  func- 
tion, although  it  was  once  more  brought  out  that 
lack  of  coordination  of  the  component  societies 
with  the  Territorial  Association  has  resulted  in  in- 
effectiveness. The  delegates  of  this  Society  were 
instructed  to  discuss  this  at  the  annual  meeting. 

No  definite  recommendations  were  made  by  our 
committee  since  it  had  no  understanding  of  the 
policies  of  the  Territorial  Association’s  Legislative 
Committee.  During  the  legislative  session,  the  Society 
sent  registered  letters  to  all  legislators  stating  that 
it  was  unalterably  opposed  to  lowering  the  qualifi- 
cations for  the  position  of  Territorial  Commissioner 
of  Public  Health. 
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Civilian  Medical  Defense 

Two  meetings  were  devoied  entirely  to  this  pro- 
gram; some  phase  of  this  program  was  discussed 
at  every  meeting  of  the  Society.  During  the  year  ade- 
quate equipment  and  supplies  were  procured  and  am- 
bulances obtained.  The  casualty  stations  were  decen- 
tralized and  met.  at  fairly  frequent  and  regular  in- 
tervals until  recently  when  the  shift  to  volunteer 
personnel  reduced  them  to  skeleton  crews  thought  to 
be  sufficient  and  well-trained.  The  mass  drill  held 
in  July  was  reported  to  be  about  75%  successful; 
all  casualty  stations  and  hospitals  in  the  set-up 
participated. 

In  September,  1942,  the  O.  C.  D.  took  over  from 
the  Hilo  Memorial  and  Puumaile  Hospitals  the  op- 
eration of  the  blood  bank.  The  program  was  under 
the  direction  of  Dr.  C.  B.  Brown  and  the  Society 
participated  by  supplying  volunteer  physicians.  Its 
activities  are  very  limited  at  present  by  order  of  the 
O.  C.  D. 

The  O.  C.  D.  hospital  at  Olaa  was  completed  in 
February,  1943;  the  set-up  directed  by  Dr.  L.  L.  Sex- 
ton has  continued,  and  periodic  practice  drills  have 
been  held. 

Miscellaneous 

1 ) The  arrival  of  the  Index  Medicus  has  stimulated 
interest  in  the  maintenance  of  a library,  and  a 
standing  Library  Committee  was  appointed, 
with  $300.00  appropriated  to  initiate  the  pro- 
gram. Many  members  are  contributing  to  the 
Library,  as  are  the  hospitals. 

2)  The  By-Laws  Committee  has  submitted  a draft 
of  a revised  Constitution  which  will  be  adopted 
in  the  near  future. 

3)  Puumaile  Hospital  has  enlarged  its  consulting 
staff  to  include  the  specialties  of  thoracic  sur- 
gery, general  surgery,  urology,  pediatrics,  medi- 
cine, ophthalmology  and  otolaryngology  and 
obstetrics  and  gynecology. 

Personnel 

There  has  been  a marked  shift  in  personnel  during 
the  past  year: 

Dr.  W.  D.  Balfour  of  Pahala  has  been  transferred 
to  the  Maui  County  Society;  he  has  been  replaced 
by  Dr.  R.  Eklund,  formerly  of  Pepeekeo.  Dr.  L.  R. 
Fernandez  has  replaced  the  latter  at  Pepeekeo. 

Dr.  E.  Tompkins  has  been  transferred  to  the  Maui 
County  Society  and  is  now  serving  as  Superintend- 
ent and  Medical  Director  of  Kula  Sanatorium.  Dr. 
W.  F.  Leslie,  a transfer  from  the  Honolulu  County 
Society,  has  replaced  him  as  Superintendent  and 
Medical  Director  of  Puumaile  Hospital. 

Dr.  R.  P.  Wippermann,  a transfer  from  the  Ho- 
nolulu County  Society,  is  now  located  at  Naalehu, 
Kau. 

Dr.  D.  A.  Burlingame  of  Hakalau  has  recently 
transferred  to  Honolulu.  He  is  being  replaced  by 
Dr.  F.  A.  St.  Sure,  a transfer  from  the  Maui  dounty 
Society. 

The  following  have  left  the  island  for  the  main- 
land: Dr.  T.  Kutsunai,  formerly  of  Papaikou,  Dr.  A. 
T.  Roll,  formerly  of  Hilo,  Dr.  O.  K.  Tokufuji,  for- 
merly of  Honokaa,  and  Dr.  R.  T.  Treadwell,  formerly 
of  Kohala. 


Report  of  the  Honolulu  County  Medical  Society 
(EXHIBIT  C) 

F.  J.  Hai.koiu).  M.  D.,  Corresponding  Secretary 

During  the  past  year  the  Society  had  its  regular 
meetings  in  the  Mabel  Smyth  Building  at  9 a.  m. 
on  Thursday  mornings,  during  which  time  various 
papers  were  presented,  the  majority  of  which  were 
given  in  detail  in  the  Hawaii  Mepicai.  Joi  i:\  ai..  Many 
members  feel  that  during  1943,  we  should  return  to 
monthly  evening  meetings,  in  this  way  more  men 
will  be  able  to  attend  and  our  scientific  program  will 
perhaps  be  more  prolific. 

Your  secretarial  office  has  continued  to  function 
in  an  excellent  manner  aiding  not  only  in  the  dis- 
tribution of  gasoline  cards  but  also  liquor  permits 
and  has  served  as  an  excellent  clearing  house  for  the 
entire  profession. 

The  Board  of  Governors  continued  its  regular 
meetings  monthly  and  a tremendous  amount  of  ma- 
terial had  to  pass  through  this  branch  of  the  So- 
ciety; in  fact,  it  is  well  to  call  attention  to  the  fact 
that  some  of  our  doctors  served  on  as  many  as  four 
or  five  committees  and  practically  every  afternoon 
was  taken  up  with  duties  which  pertained  to  the 
Medical  Society. 

The  Committee  on  Workmen’s  Compensation  met 
eight  times  during  the  past  year  and  had  numerous 
informal  meetings  and  discussions.  This  committee 
feels  that  the  entire  industrial  accident  fee  schedule 
should  be  reviewed  and  changed  to  include  the  three 
following  major  considerations: 

1)  Amplification  and  more  comprehensive  itemiza- 
tion to  include  listings  that  were  not  included 
in  the  original  fee  schedule,  and  also  to  include 
definitions  and  listings  of  new  procedures  that 
have  become  by  practice  considered  industrial 
accident  items. 

2)  A definite  increase  in  certain  items  due  to  in- 
creased medical  salaries,  care,  rent,  drugs  and 
general  expenses. 

3)  A definite  reduction  in  the  schedule  for  indus- 

trial accident  procedures  which  in  the  past 
have  been  too  high. 

The  Preparedness  Committee  functioned  under  the 
chairmanship  of  Dr.  Harry  L.  Arnold.  Dr.  George 
Baehr,  Chief  Medical  Officer  of  the  National  Office 
of  Civilian  Defense  surveyed  the  medical  O.  C.  D.  in 
February,  1943  and  his  studies  of  the  activities  di- 
rectly originating  from  this  Society  were  commented 
upon  not  only  in  public  but  also  in  the  higher 
circles  of  our  local  and  national  government.  It  is 
needless  to  say  that  there  have  heen  controversies 
concerning  the  medical  O.  C.  D.,  but  these  have 
been  small  in  comparison  to  the  tremendous  amount 
of  work  accomplished  and  the  Society  went  on 
record  for  the  retention  of  first  aid  stations  when 
pressure  was  being  exerted  to  discontinue  some  of 
them  as  an  economic  measure.  Discussions  were  held 
concerning  civilian  hospitals  and  shortages;  at 
present  a 30-bed  contagious  building  has  been  con- 
structed and  a kitchen  remodelled;  a 30-bed  evac- 
uation ward  was  authorized  for  Queen’s  Hospital  and 
it  is  hoped  that  the  30-bed  obstetrical  unit  for  St. 
Francis  Hospital  will  soon  find  its  development  in 
process. 

The  Committee  on  Forms  of  Medical  Practice  held 
one  meeting  during  the  year  to  consider  medical 
services  for  firemen;  since  the  wages  of  this  group 
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are  considerably  lower  than  many  defense  workers 
in  the  community,  no  changes  were  made  in  the 
fee  schedule  applicable  to  firemen  and  their  de- 
pendents. 

The  report  of  the  Medical  Milk  Commission  by  Dr. 
William  Winter,  chairman,  at  the  annual  meeting 
clearly  showed  that  all  is  not  well  with  the  milk 
industry  as  far  as  certified  milk  is  concerned.  The 
recommendation  of  this  commission  that  it  may  be 
feasible  to  request  pasteurization  of  certified  milk 
in  order  to  guarantee  a safe  product  for  the  com- 
munity will  be  studied  in  the  light  of  a scarcity  ,of 
workers,  increased  cost  of  dairy  hands  and  other 
costs  relative  to  the  production  of  certified  milk. 

No  post  graduate  course  was  given  this  year,  your 
committee  feeling  that  the  time  was  inopportune 
and  since  there  was  difficulty  in  obtaining  a satis- 
factory lecturer.  It  may  be  that  with  the  lifting  of 
the  blackout  and  reduction  of  defense  worker  popula- 
tion which  will  reduce  the  “patient  load,”  it  may  be 
possible  for  us  to  have  a graduate  course  as  in  the 
past. 

It  is  also  noteworthy  to  quote  the  letter  from 
General  Emmons  giving  recognition  to  your  Society 
for  its  outstanding  work  on  December  7th,  1941,  al- 
though it  comes  a year  late: 

“The  records  of  this  Headquarters  show  that 
early  in  1941  your  Society  was  asked  by  a rep- 
resentative of  the  Department  Commander  to  take 
action  toward  preparing  for  the  collection,  first  aid 
treatment,  and  transportation  to  hospitals  of  per- 
sons who  might  be  injured  in  the  event  of  war, 
particularly  civilians.  The  request  was  for  action 
on  a voluntary  basis.  The  response  of  your  Society 
was  wholehearted  and  enthusiastic  and  the  action 
taken  was  largely  instrumental  in  the  attainment 
of  a high  degree  of  medical  preparedness.  One  of 
the  elements  of  this  preparedenss  thus  created 
was  the  organization  of  medical  men  into  “teams,” 
surgical,  shock,  fracture,  and  others,  and  their  as- 
signment to  hospitals  civil  and  military,  and  to 
other  posts  of  responsibility  to  which  they  agreed 
to  report  in  case  of  need.  The  Japanese  attack  on 
7 December  1941  subjected  the  organization  thus 
created  to  a severe  test.  The  work  of  the  mem- 
bers of  your  Society  on  that  occasion  at  Tripler 
General  Hospital,  and  elsewhere,  was  of  a very 
high  standard,  and  was  performed  calmly  and  ex- 
peditiously under  conditions  by  no  means  without 
danger  to  life. 

“While  this  service  has  previously  been  publicly 
acknowledged  with  thanks  and  such  acknowl- 
edgment printed  in  one  or  more  publications,  I 
desire  at  this  time  to  formally  commend  your 
Society,  as  such,  and  its  members  individually,  for 
their  outstanding  services  during  the  7 December 
1941  and  the  days  immediately  following.” 


Report  of  the  Council 
(EXHIBIT  D) 

D.  B.  Bell.  M.  D.,  Secretary 

The  Council  has  held  only  three  meetings  this 
past  year. 

At  one  of  these  meetings  held  February  5,  1943, 
Councilors  from  Maui  and  Hawaii  were  present.  At 
this  meeting  it  was  decided  to  invite  either  Drs.  Car! 
Meyer  or  N.  E.  Wayson  to  come  to  Hawaii  and  give 


a course  in  tropical  medicine.  Should  it  be  impos- 
sible for  them  to  come,  then  it  was  the  consensus  of 
opinion  that  no  formal  meeting  should  be  held  this 

year. 

The  Legislative  Committee  made  recommendations 
regarding  certain  legislation  and  the  problem  of 
proper  examination  for  food  handlers  was  discussed. 
Dr.  Benyas  explained  the  need  for  a convalescent 
home.  The  increase  of  the  monthly  rental  for  the 
Mable  Smyth  Building  from  $25  to  $40  per  month 
was  approved.  It  was  also  voted  that  the  $500  library 
appropriation  should  be  turned  over  to  the  library. 

The  second  meeting  of  the  Council  was  held  on 
April  8,  1943.  No  outside  island  Councilors  were 
present.  At  this  meeting  the  only  business  had  to 
do  with  the  adoption  of  the  Resolution  by  Dr.  L.  G. 
Phillips  of  the  Legislative  Committee  dealing  with 
Senate  Bill  No.  92  which  reorganized  the  Territorial 
Board  of  Health  and  deletes  all  professional  and 
experience  qualifications  of  the  executive  officer  of 
the  Board.  The  Resolution  was  adopted  and  placed 
before  Governor  Stainback. 

The  third  meeting  of  the  Council  was  held  on 
April  9, '1943.  No  outside  island  Councilors  were 
present.  At  this  time  the  date  of  the  Annual  Meet- 
ing, May  21st,  was  set. 


Report  of  the  President 
(EXHIBIT  E) 

R.  0.  Brown,  M.  D. 

After  the  February  meeting  of  the  Council,  an 
attempt  was  made  to  get  either  Dr.  Wayson  or  Dr. 
Carl  Meyer  to  come  and  meet  with  us  at  the  Annual 
Meeting  and  present  what  papers  they  would.  Dr. 
Carl  Meyer  said  it  was  impossible  for  him  to  come 
but  he  named  one  of  his  associates  whom  he  thought 
might  be  a satisfactory  individual.  On  inquiry  none 
of  us  knew  him,  or  of  his  ability  as  a speaker,  and 
it  was  decided  not  to  invite  him.  Dr.  Wayson,  be- 
cause of  pressure  of  •work,  was  unable  to  accept  at 
this  time  and  expressed  the  desire  to  come  later  in 
the  year.  Nothing  was  done  to  bind  next  year’s 
officers  to  Dr.  Wayson’s  proposed  trip.  It  was  thought 
possibly  to  bring  him  over  as  a post  graduate  speak- 
er. 

The  Board  has  been  inactive  during  the  year.  Trips 
to  the  outside  islands  were  not  made,  partially  be- 
cause of  pressure  of  work  and  partially  because  of  the 
uncertain  transportation  conditions. 


Report  of  the  Secretary 

(EXHIBIT  F) 

D.  B.  Bell,  M.  D. 


The  total  regular  membership  of  the  Association  is  ' 
263,  a decrease  of  9 over  the  previous  year.  By 
counties  this  membership  is  made  up  as  follows: 


Regular 

Members 

Members  in 
Service 

Service 

Membership 

Associate,  Honorary 
or  Life  Members 

Hawaii 

37 



— 

— 

Honolulu  194 

25 

19 

16 

Kauai 

14 

3 

— 

3 

Maui 

18 

6 

— 

2 

263 

34 

19 

21 

The  total  number  of  physicians  practicing  medicine 
in  the  Territory  as  of  May  15,  1943  is  337.  Of  those 
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eligible,  317  belong  to  the  Association,  making  89%, 
as  compared  to  88%  last  year. 


Treasurer’s  Report 
(EXHIBIT  G) 

Covering*  the  Period 
June  1,  1942  - May  15,  1943 


CASH  ON  HAND,  June  1,  1942  $1, 373.11 

Checking  Account  $687.23 

Savings  Account  685.88 

RECEIPTS  7,386.90 

Memebersliip  dues  $4,725.00 

Registration  fees — 

annual  meeting  374.00 

Journal: 

Advertisements  1,867.31 

Subscriptions  and  Cash  Sales..  413.84 
Interest  Savings  Account 6.75 


$8,760.01 


DISBURSEMENTS 


Annual  Meeting  

Journal  

Postage  

.$  292.99 
. 3,536.90 
40.30 

Mimeographing  

7.52 

Salary  

. 1,485.30 

Rental  

375.00 

Miscellaneous  

518.84 

Library  Appropriation  $500.00 
Victory  Tax  

14.70 

BALANCE  May  15,  1943  $2,517.46 

Checking  Account  $1,800.35, 

Savings  Account  717.11 


Journal  Commitee 
(EXHIBIT  H) 

H.  L.  Arnold,  Jr.,  M.D.,  Editor 

Since  the  last  annual  meeting  of  the  Hawaii  Ter- 
ritorial Medical  Association,  the  proceedings  of  which 
were  published  in  the  July,  1942  issue  of  the  Journal, 
we  have  published  three  issues  of  the  second  volume, 
and  the  fourth  is  in  press.  These  three  issues  total 
184  pages,  of  which  71  are  of  original  articles,  62  of 
advertisements,  18  of  regular  feature  articles,  and 
between  7 and  9 pages  each  of  editorials,  county  re- 
ports, news  items,  and  an  index  catalogue  of  the 
County  Medical  Society  Library. 

The  original  articles  are  twenty-two  in  number; 
twelve  are  by  civilian  physicians  (only  one  of  whom 
is  from  an  outside  island),  four  are  by  Army  doctors, 
three  by  Navy  doctors,  and  three  by  authors  not  doc- 
tors of  medicine.  Eight  of  them,  those  comprising  the 
subject  of  the  disposition  of  war  casualties  and  pub- 
lished in  the  September-October  issue,  were  com- 
mented on  in  detail  in  an  editorial  in  the  December 
12,  1942  issue  of  the  Journal  of  the  American  Med- 
cal  Association. 

The  date  of  publication  of  each  issue  of  the 
Journal  is  at  present  deplorably  late.  This  is  due 
entirely  to  labor  problems,  our  printer  having  had 
to  do  a large  part  of  the  actual  printing  job  with 
only  one  assistant.  If  things  grow  no  worse,  I believe 
these  delays  can  be  tolerated  for  a long  while  yet 
without  altering  the  status  quo. 


With  the  final  issue  of  the  first  volume  of  the 
Journal,  the  editors  made  some  minor  changes  in 
the  staff,  altering  Mrs.  Bolles’  title  from  Secretary 
and  Business  Manager  to  Managing  Editor,  as  being 
more  in  keeping  with  the  scope  and  nature  of  her 
services  to  the  organization,  and  reducing  the  staff 
of  Associate  Editors  from  5 to  only  the  3 outside- 
island  representatives.  With  the  second  issue  of  the 
current  volume,  Dr.  Seiler  replaced  Dr.  Jones  as  As- 
sociate Editor  for  Maui  and  with  the  fourth  issue 
someone  will  have  to  in  turn  replace  Dr.  Seiler,  who 
is  now  on  Molokai.  Dr.  William  Patterson  has  been 
invited  to  assume  this  position  but  has  not  yet  either 
accepted  or  declined.  At  all  events,  this  type  of  staff 
seems  to  be  the  most  suitable  from  all  points  of  view. 

A detailed  financial  report  will  have  to  await  the 
return  from  the  mainland  of  the  Managing  Editor, 
Mrs.  Bolles. 

Your  committee  respectfully  represents  that  the 
Hawaii  Medical  Journal  is  still  a going  concern 
and  a credit  to  the  medical  profession  of  the  Terri- 
tory of  Hawaii,  and  recommends  that  its  status  be 
left  unchanged  for  the  ensuing  fiscal  year,  and  that 
650  copies  of  each  issue,  instead  of  500,  be  printed, 
at  an  estimated  increase  of  costs  from  about  $512  to 
about  $564.50,  per  issue. 

The  disposition  of  our  copies  is  as  follows: 


Association  members  

— 

298 

25 

Other  paid  subscriptions  . 

71 

Total  paid  — - - 394 

Exchange  with  other  journals  - 58 

Advertisers  34 

Gratis  copies 16 


Total  unpaid  108 

TOTAL  COPIES  _...  502 


To  meet  this  mailing  list  and  still  hold  copies  in 
reserve,  we  have  had  to  put  our  advertisers  off  with 
tear  sheets.  This  is,  of  course,  an  unsatisfactory  sit- 
uation. We  should  have  the  Journal  in  more  medical 
libraries  and  we  should  hold  at  least  100  copies  of 
each  issue  in  reserve. 


Report  of  the  Legislative  Committee 

(EXHIBIT  I) 

L.  G.  Phillips,  M.D.,  Chairman 

One  meeting  of  the  committee  was  held  prior  to 
the  opening  of  the  1943  legislative  session,  and  mat- 
ters pertaining  to  proposed  legislation  were  dis- 
cussed. Subsequently  conferences  were  held  by  the 
chairman  with  various  individual  members  of  the 
committee  as  the  developments  in  the  legislature  re- 
quired. 

Your  committee,  and  especially  its  chairman,  was 
greatly  handicapped  by  the  absence  of  Mrs.  Bolles 
from  the  Territory  during  the  session  of  the  legisla- 
ture. Her  untimely  and,  to  the  chairman,  unan- 
nounced vacation,  made  it  impossible  for  the  com- 
mittee to  keep  in  as  close  touch  with  legislative  de- 
velopments as  would  have-  been  possible  had  her 
services  been  available. 

Your  committee  was  represented  by  its  chairman 
at  hearings  on  various  bills  pertaining  to  public 
health  matters  before  commttees  of  the  House  and 
Senate. 
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Opposition  was  registered  by  the  chairman  to  the 
legislation  which  revoked  the  law  prescribing  the 
educational  and  experience  qualifications  of  the  Ter- 
ritory’s chief  health  officer,  and  reorganizing  the 
Board  of  Health.  Assistance  in  this  opposition  was 
secured  from  the  Chamber  of  Commerce  Health 
Committee,  the  Hawaii  Tuberculosis  Association,  the 
nursing  profession,  and  various  individuals.  Our 
representations  to  the  legislators  were  without  avail, 
and  the  law  was  passed  over  our  protests. 

Your  committee  was  also  represented  at  a hearing 
relative  to  a bill  proposed  by  the  naturopaths,  which 
as  drafted  would  have  opened  the  way  for  naturo- 
paths to  practice  every  kind  of  healing  art  con- 
ceivable. This  bill  died  in  committee. 

Your  committee  was  also  represented  at  a hearing 
on  the  bill  requiring  blood  tests  for  syphilis  on  all 
pregnant  women.  This  bill  was  passed  and  has  be- 
come a law. 

The  bill  requiring  blood  tests  for  syphilis  of  couples 
contemplating  marriage  was  held  up  because  it  was 
considered  doubtful  of  passage  and  insistance  upon 
its  presentation  would  probably  have  jeopardized 
the  acceptance  of  the  bill  relative  to  blood  tests  for 
pregnant  women. 


Report  of  the  Cancer  Committee 
(EXHIBIT  J) 

G.  A.  Batten,  M.  D.,  Chairman 

It  is  a pleasure  to  be  able  to  state  that  the  deep 
x-ray  therapy  unit  has  now  been  installed  in  the 
Queen’s  Hospital  and  is  in  operation.  In  addition 
thereto  a Tumor  Clinic,  patterned  after  the  require- 
ments of  the  American  College  of  Surgeons  for  such 
a clinic,  has  been  organized  and  is  in  operation,  meet- 
ing once  a week  at  the  Queen’s  Hospital.  This  makes 
the  set-up  for  the  treatment  of  malignant  diseases 
in  the  Territory  complete  and  available  to  all  who 
can  reach  Honolulu. 

This  Committee  has  approved  cancer  publicity  be- 
ing carried  on  by  the  Chamber  of  Commerce — the 
Committee  feeling  that  an  outside  agency  could 
more  diplomatically  handle  such  publicity  than 
could  the  medical  organization  itself,  and  since  this 
agency  was  in  a position  to  supply  the  funds,  making 
it  unnecessary  to  raise  money  by  outside  sources.  It 
is  agreed  that  the  Territorial  Medical  Association, 
through  its  Cancer  Committee,  supply  speakers  and 
approve  all  material  to  be  given  to  the  public.  We 
recommend  that  this  arrangement  be  approved  by 
the  Council  of  the  Territorial  Medical  Association. 

It  may  be  stated  that  in  addition  to  the  deep  x-ray 
unit  at  the  Queen’s  Hospital  there  is  one  at  Kuakini 
Hospital,  and  two  in  the  offices  of  private  physicians. 
The  Queen’s  Hospital,  however,  is  the  only  agency 
that  has  together  Avith  the  deep  x-ray  unit,  a full- 
time roentgenologist,  a full-time  pathologist  and 
adequate  surgical  facilities.  Attention  of  the  members 
of  the  Territorial  Medical  Association  should  be 
called  to  the  fact  that  the  Tumor  Clinic  at  Queen’s 
is  ready  to  give  diagnostic  service  on  any  case  re- 
ferred by  physicians.  No  treatment  will  be  given  a 
patient  referred  to  this  group  and  no  opinion  ren- 
dered to  the  patient  himself;  such  opinion  will  be 
given  only  to  the  physician  referring  the  patient  to 
the  Clinic. 


Report  of  the  Psychiatric  Committee 
(EXHIBIT  K) 

R.  D.  Kepner,  M.  D.,  Chairman 

Since  the  last  annual  report,  three  meetings  of  our 
Committee  were  held. 

The  Hawaii  Territorial  Society  for  Mental  Hy- 
giene, which  last  year’s  Committee  was  instrumental 
in  starting,  completed  its  organization  on  July  13, 
1942,  and  is  gradually  increasing  its  activities.  It 
is  hoped  that  all  members  of  the  Association  will 
lend  their  support  to  the  Society’s  endeavors. 

A review  of  Dr.  P.  G.  Ebaugh’s  1937  report, 
‘Recommendations  for  a Mental  Health  Program  in 
Hawaii,”  showed  that  five  of  his  six  major  items 
had  been  taken  care  of  at  least  in  part,  through  va- 
rious agencies,  viz.:  (1)  recodification  of  existing 
laws  regarding  the  treatment  of  mental  patients; 
(2)  reorganization  of  administration  and  treatment 
facilities  at  the  Territorial  Hospital;  (3)  creation 
of  a territorial  psychiatric  clinic;  (4)  development 
of  psychiatric  departments  and  facilities  in  the  gen- 
eral hospitals  in  the  community;  and  (5)  organiza- 
tion of  a mental  health  committee. 

Progress  on  the  other  item — community  education 
— is  being  made  by  various  agencies,  including  our 
Committee.  One  of  our  members  has  assisted  in  pre- 
paring material  on  mental  hygiene  for  distribution 
to  parents  through  school  children.  Our  services 
have  been  offered  to  the  Office  of  Civilian  Defense 
should  they  desire  our  help  in  the  dissemination  of 
information  on  mental  hygiene.  All  members  of  our 
Committee  have  been  asked  to  prepare,  for  publica- 
tion in  the  Hawaii  Medical  Journal,  an  article  deal- 
ing with  some  phase  of  mental  hygiene  in  the  Ter- 
ritory; two  papers  have  already  been  submitted  and 
several  more  are  in  the  process  of  preparation.  Some 
of  our  members  are  participating  in  a series  of 
eleven  psychiatric  clincs  to  be  given  at  the  Medical 
Society  meetings  one  Thursday  of  each  month;  five 
of  these  clinics  have  already  been  held. 

The  I plus  S equals  K Reaction-!)!*.  McNiel 
Organic  Reaction  Types-Dr.  Kepner 
Toxic  Reaction  Types-Dr.  Shanahan 
Schizophrenic  Reaction  Types-Dr.  McNiel 
Affective  Reactive  Types-Dr.  Shanahan 
Psychopathic  l’ersonality-Dr.  Kepner 
Mental  Deficiencv-Dr.  McNiel 
Paranoid  Conditions  and  Paranoia-Dr.  Shanahan 
Involutional  Psychoses-Dr.  Kepner 
Psyclioneuroses-Dr.  McNiel 
Child  Psychiatry-Dr.  Shanahan 

No  particular  attempt  has  been  made  to  dissemi- 
nate information  on  mental  hygiene  to  the  general 
public  in  view  of  the  fact  that  the  Hawaii  Territorial 
Society  for  Mental  Hygiene  has  obtained  permission 
to  use  certain  copyrighted  materials  on  mental  hy- 
giene from  various  sources,  and  plans  to  print  this 
in  small  installments  in  the  newspapers  soon  for 
their  enlightenment. 

Our  Committee  felt  it  inadvisable  at  this  time  to 
recommend  any  specific  projects  for  next  year’s 
Committee. 

Grateful  appreciation  for  their  cooperation  during 
the  year  is  hereby  extended  to  the  other  members 
of  the  Committee:  Drs.  M.  F.  Chung,  It.  B.  Faus, 
M.  F.  Haralson,  Archie  Orenstein,  E.  E.  McNiel, 
W.  M.  Shanahan,  E.  A.  Stephens. 


Minutes 


Medical  Advisory  Committee  to 
Bureau  of  Maternal  & Child  Health 
(EXHIBIT  L) 

O.  Lee  Schattenburg,  M.D.,  Chairman 

Because  of  unusually  difficult  travel  restrictions, 
the  Bureau  of  Maternal  & Child  Health  has  not  func- 
tioned during  the  past  year;  this  Bureau  Committee 
is  represented  by  the  various  islands. 

Problems  of  policy  which  have  come  up  have  been 
handled  entirely  within  the  Board  of  Health  until 
such  time  when  the  Committee  can  function  again. 


Health  Education  Committee 
(EXHIBIT  M) 

Richard  K.  C.  Lee,  M.D.,  Chairman 

The  Committee  met  with-  the  Director  of  Health 
Education  of  the  Department  of  Public  Instruction 
to  discuss  policies  regarding  the  medical  examination 
of  school  personnel.  Five  active  cases  of  tuberculosis 
among  school  teachers  were  brought  to  his  attention 
and  since  the  school  health  policy  of  the  Department 
of  Public  Instruction  and  the  Board  of  Health 
recommends  the  x-ray  and  fluoroscoping  of  all  school 
personnel,  he  requested  a definite  recommendation 
from  the  Medical  Society  on  this  subject. 

After  some  discussion  the  Committee  recommend- 
ed that  the  Department  of  Public  Instruction  and  the 
Board  of  Health  cooperate  in  planning  an  x-ray  sur- 
vey of  all  school  personnel.  All  cases  of  suspected  or 
active  tuberculosis  would  be  referred  to  a private 
physician  or  to  a proper  agency  for  care  and  super- 
vision. This  has  been  accomplished  on  the  Islands 
of  Oahu,  Hawaii,  and  Kauai  up  to  the  present  time. 

The  Committee  also  recommended  that  the  present 
regulation  of  the  school  health  policy  governing 
medical  certificates  be  continued. 

No  further  meetings  or  business  were  conducted 
by  the.  Committee  during  the  year. 


Board  of  Management 
Mabel  Smyth  Building 
(EXHIBIT  N) 

L.  G.  Phillips,  M.D.,  Chairman 

The  Hawaii  Territorial  Medical  Association  has 
been  represented  on  the  Board  of  Management  of  the 
Mabel  Smyth  Memorial  Building  by  the  oversigned, 
and  Dr.  F.  J.  Halford,  who,  with  Mrs.  Thelma  Akana 
and  Miss  Sinclair,  representing  the  nurses,  and 
Charles  F.  Honeywell,  representing  the  Queen’s  Hos- 
pital Board  of  Directors,  constitute  the  Board.  The 
oversigned  has  served  as  Chairman  of  the  Board. 

At  the  beginning  of  1942  there  was  an  outstanding 
debt  chargeable  to  the  building  fund  of  several  thou- 
sand dollars.  Through  the  generosity  of  Honolulu 
physicians  this  debt  was  entirely  wiped  out  by  sub- 
scriptions during  the  month  of  December,  and  the 
building  was  enabled  to  begin  the  new  year  in  a 
debt-free  condition  and  with  an  unexpended  balance 
in  the  building  fund  of  $655.00. 


When  one  considers  that  the  cost  of  the  building 
and  its  contents  was  in  excess  of  $120,000,  the  fact 
that  every  cent  of  this  cost  has  been  met  is  extremely 
gratifying. 

When  the  building  was  opened  for  usage  there 
was  some  question  as  to  what  the  cost  of  operation 
might  be,  and  what  receipts  from  earnings  might 
amount  to.  This  was  further  complicated  by  the 
onset  of  the  war,  which  made  it  impossible  to  use 
the  building,  and  especially  the  auditorium,  at  night. 

Early  in  1942  a deficit  in  maintenance  finances  was 
anticipated  by  the  Board  of  Management  and  sub- 
scriptions were  solicited  from  a number  of  phy- 
sicians to  help  meet  this  deficit.  In  consequence,  the 
building’s  receipts  exceeded  expenditures  during  the 
year  by  a few  dollars. 

In  November,  1942,  the  Board  of  Management  re- 
viewed the  building’s  experience  of  the  past  two 
years,  and  on  a basis  of  this  experience,  adopted  a 
revised  budget  which  contemplated  not  only  meeting 
current  expenses,  but  setting  up  a reserve  fund 
against  depreciation  of  the  building’s  contents.  In 
order  to  do  this,  it  was  necessary  to  increase  the 
monthly  rentals  of  the  several  participating  agencies. 
These  increases  were  accepted  by  the  various  agen- 
cies. 

Receipts  other  than  rentals  have  come  principally 
from  the  rental  of  the  auditorium  and  from  charges 
made  for  teas,  luncheons,  banquets,  and  so  forth. 

The  Chairman  of  the  Board  of  Management  regrets 
to  report  that  in  his  opinion  the  present  managerial 
arrangement  is  unsatisfactory.  The  present  man- 
ager has  done  an  excellent  job,  and  Is  to  be  com- 
mended for  the  performance  of  that  portion  of  her 
duties  which  relate  to  hostess  activities,  but  in  the 
opinion  of  the  Chairman,  has  not  functioned  equally 
well  as  business  manager  for  the  Building. 

This  situation  was  called  to  the  attention  of  the 
Board  of  Management  in  November  and  December, 
but  while  admitting  the  facts  as  stated,  the  other 
members  of  the  Board  did  not  see  fit  to  take  action. 
This  information  is  submitted  here  for  the  record. 

The  Mabel  Smyth  Memorial  Building  is  serving 
a worthy  purpose,  and  the  benefits  accruing  to  the 
nursing  and  medical  professions  and  to  the  commu- 
nity at  large  are  apparent  to  all.  A greater  field  of 
usefulness  remains  to  be  developed. 

The  Building  has  been  used  freely  and  with  much 
enjoyment  and  benefit  not  only  by  local  residents, 
but  by  members  of  the  nursing  and  medical  divisions 
of  the  armed  services  stationed  in  Hawaii.  The  ap- 
preciation of  the  latter  has  been  frequently  and  en- 
thusiastically expressed. 


Report  of  the  Library  Committee 
(EXHIBIT  O) 

H.  H.  Walker,  M.  D.,  Chairman 

During  the  year  four  meetings  of  the  Library 
Committee  of  the  Honolulu  County  Medical  Society 
were  held  at  which  times  routine  operational  mat- 
ters were  reviewed,  minor  changes  in  policy  adopted, 
new  book  and  journal  acquisitions  studied  and  au- 
thorized, and  discussions  held  relative  to  future  plans 
for  the  growth  of  the  Library. 
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A great  many  hours  of  work  liave  been  devoted 
by  Mrs.  Bolles  and  her  assistant  to  the  multitude  of 
details  necessary  to  promote  the  organization,  oper- 
ation and  growth  of  our  library.  The  expert  services 
of  Mrs.  William  Shanahan  in  a consulting  capacity 
have  been  of  inestimable  value  in  establishing  and 
developing  the  present  system  of  index  and  classifi- 
cation, and  otherwise  in  advising  on  technical  mat- 
ters. The  Society  is  deeply  indebted  to  these  indi- 
viduals for  their  unflagging  efforts  in  building  the 
library  to  what  it  is  today. 

Our  outstanding  acquisition  of  the  year  was  the 
major  portion  of  the  library  of  the  Kalihi  Receiving 
Station  which,  thanks  to  the  kind  offices  of  Dr.  Lin- 
son,  was  obtained  on  an  extended  loan  basis.  This 
collection,  consisting  largely  of  bound  volumes  of 
numerous  journals  extending  back  over  many  years, 
greatly  enhances  the  value  of  our  reference  library. 

Operating  expenditures  for  the  year  will  total  ap- 
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proximately  $1,850,  of  which  $350  is  allotted  for  new 
book  purchases  authorized  but  not  as  yet  acquired. 

Attached  is  the  budget  for  the  ensuing  year,  as 
approved  by  the  Committee  and  recommended  for 
adoption.  The  total  budget  calls  for  $2,786,  of  which 
$986  is  for  current  overhead  expenses,  and  $1,800 
for  proposed  additional  expenditures,  including  the 
purchase  of  new  books  and  journals  ($600),  book- 
binding ($800),  fees  for  consultant  librarian  service 
($200),  and  miscellaneous  supplies  and  equipment 
($200). 

In  submitting  this  budget,  which  exceeds  previous 
yearly  expenditures,  it  is  the  desire  of  the  Commit- 
tee to  bring  to  the  attention  of  the  Society  that  the 
library  cannot  continue  to  function  effectively  on 
the  budget  hitherto  allotted,  and  that  the  proposed 
budget  represents  a most  modest  expenditure  for 
the  privilege  of  possessing  an  adequate  medical  ref- 
erence library  in  Hawaii. 
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prenatal  serologic  tests  for  syphilis, 

editorial  251 

venereal  disease  control  67 

Walker,  H.  H.,  chest  wounds,  discussion  31 

Wassell,  C.  M.,  war  experiences  112 
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to  the  lung  42 

immersion  blast  42 
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blood  bank  92,  105,  227,  228,  309,  331 

blood  banks,  mainland  171 

blood  typing  30,000  civilians  on  Maui  99 

Bronson,  discussion  .... ....  41 

plasma  for  burns  .40,  41 

whole  blood  bank  167 

burns 

Bronson,  discussion  41 

Halford,  discussion  41 

treatment  plan  for  large  numbers  ....'.  40 

Wassell,  war  experiences  112 

censorship— editorial  158 

chemical  warfare 

solvents  condemned  for  removing 

mustard  gas  81 


emergency  medical  services 

ambulance  service  97,  325 

Baehr’s  visit  223,  274 

bulletin  preparedness  commitee  to  HCMS  177 

first  aid  stations  96,  107,  227,  228 

hospitals 

petition  to  retain  Army  doctors  in  hospitals  277 

physician  assignments  to  hospitals  98 

poliomyelitis  hospital  closed  staff  ...  277 

surgical  practice  in  OCD  hospitals  .....  277 

95,  325 
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Hawaii  _... 100,  173,  335 

Kauai  100 
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Oahu  95,  228 

supplies  95,  107 
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anesthesia  for  _ 20,  26 
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head  32 

heart  30 

gas  gangrene  20 
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repair  of  facial  injuries  199 

shock  22,  40,  43 

sulfanilamide  in  17,  18,  20,  27,  35,  38 

sutures  19,  35 

war  wounds  17 


War  Workers 

releases  _ ..  107 

Wilbar,  Charles  L.,  editorial  re  qualifications  307 

Winter,  W.,  tetanus,  discussion  77 

Witlin,  Bernard,  an  investigation  of 

tattooing  in  Honolulu  302 


Yamauchi,  Shoyei,  five  year  cure  of  carcinoma 


of  stomach  with  regional  metastasis  ....  315 

Yellow  Fever  (see  Insects)  134 

vaccination  for,  causing  hepatitis  329 
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IPRAL  WILL  PUT  JAPS  TO  SLEEP 


Ipral*  will  induce  a sound  restful  sleep 
closely  resembling  the  normal.  It  can,  of  course, 
put  the  Japanese  war  lords  to  sleep — but  . . . 

Since  Ipral  is  usually  free  from  untoward  after- 
effects when  given  the  customary  therapeutic  dos- 
age and  . . . 

Since  Ipral  is  readily  absorbed  and  rapidly  elim- 
inated and  . . . 

Since  the  subject  awakens  generally  calm  and 
refreshed  . . . 

We  suggest  that  Ipral — generally  free  from  un- 
desirable cumulative  effects — be  used  to  allay  the 

* "Ipral”  is  a trade-mark  of  E.  R.  Squibb  & Sons.  Supplied  as 
Ipral  Calcium  (calcium  ethylisopropylbarbiturate)  in  %-  and  2-gr. 
tablets  and  Ipral  Sodium  (sodium  ethylisopropylbarbiturate)  in 
4-gr.  tablets. 


sleeplessness  of  your  own  patients  and  that  you 
purchase  War  Bonds  to  help  our  government  buy 
toxic  and  fatal  ''knock-out  drops”  for  use  on  the 
Axis  powers. 
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Give  the  Axe 
to  the  Axis 

Buy  War  Bonds  and  Stamps 

Their  Cumulative  Effect  is  Beneficial 
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Member  of  American  Drug  Manufacturers  Association 


If  you  think  Petrogalar  is  just  an  ordinary 
mineral  oil  . . . this  message  will  interest 
you. 

An  aqueous  suspension  of  mineral  oil, 
Petrogalar  is  more  than  a laxative.  It  adds 
unabsorbable  fluid  in  the  colon.  Brings 
about  comfortable  elimination  with  no 
straining  . . . no  discomfort.  Furthermore, 
Petrogalar  supplies  moisture  . . . retains 
moisture  . . . counteracts  excessive  de- 
hydration. 


Miscibility  and  even  dissemination  are 
assured  by  the  fine  division  of  suspended 
oil  globules. 

Petrogalar  may  be  thinned  with  water, 
milk  or  fruit  juices. 

Five  types  offer  a choice  in  treating  a wide 
range  of  conditions. 

Try  Petrogalar  on  your  next  group  of 
patients. 

Reg.  U.  S.  Rat.  Oft.  Petrogalar  is  an  aqueous 
suspension  ot  pure  mineral  oil.  Each  100  cc.  of 
which  contains  65  cc.  pure  mineral  oil  suspended 
in  a flavored  aqueous  gel. 
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PABLUM 


A thoroughly  cooked  and  dried 
Palatable  mixed  cereal  food, 
p v,*ornin  and  mineral  enriched. 

«*rmUm  C°nmU  (tarma).  *heat 

p^.  yrMov*  tornme*|.  powdrrcJ  beet  bon«*  *P*C  *l,y 

w**'*11  Ur  hum*n  use  sodium  chlomie.  po*6# 

,s  tk*  * Pv,w*1',,*,cl  yeast  and  reduced  ifOn  pat>tuf" 

r*\u  t > cooKed  under  pressure  and  dried 


'upiu.r  ot  the  staren  granules  >L"  ' 
»r>i  r ‘4t,-n  p»b'.«im  contains  thiamine  (v*tafn,n 
i.c,  ***  *v‘n  (vitamin  G)  t/om  natural  sources.  nut 
to*  '/  ^OftMant  minerals  (iron,  copper.  calC'^*1 
‘ -‘PV.ms)  ,s  readily  digested,  low  ‘n  l*rJ<3* 


URpOflan 

^ -P^  rus)  t*  reaoiiy  a»ges«eu.  >«*•  ■ 

¥ 1 *****  convenient  and  economics*  to  Pr«P*r* 

requires  no  cooking 

Add  milk  or  water,  hot  or  cold- 
Serve  with  millc  or  cream. 

m£AD  JOHNSON  & CO- 
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V2  LB.  NET  (2  27  GmT 


P AB  ENA 


OATMEAL  enriched  with 

vi(amin  and  mineral  supplements, 
Ihoroughly  cooked  and  dried. 

**n*  consists  ol  oatmeal.  malt  syrup.  powdered  *hay 
P0*<*we<l  heel  bone  specially  prepared  tor  human  use 
p ^ urnchlonde.  powdered  yeast,  and  reduced  ,f0° 
*l*n*  lor  rushes  vrtamtr.  B comple*.  including  it»* 
u*.  and  nulrrtionally  important  miner ats  (iron.  coppe^ 
“k'um.  and  phosphorus)  As  a result  ot  thorough 
j**"1*  and  drying.  Pabena  is  easily  digested:  P*1*' 
convenient  to  prepare:  and  economical  to  use 


- 


REQUIRES  no  cookinc 

A<ld  milk  or  water,  hot  or  cold. 
Serve  with  milk  or  cream. 

MEAD  JOHNSON  & CO. 


A BLUM,  the  pioneer  precooked  fortified  infant 
cereal,  now  Has  a companion-product:  Pabena  is  a 
precooked  oatmeal  cereal,  lending  variety  to  the  in- 
fant’s diet  and  offering  the  nutritional  and  convenient 
features  *of  Pablum. 


BOTH  continue  to  be  marketed  and  advertised  only 
to  the  medical  profession.  Samples  available  on  physi- 
cians’ requests. 


MEAD  JOHNSON  & CO.,  EVANSVILLE,  IND.,  U.S.A. 
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